Medication Authorization Form

Licensing regulations permit us to administer medications to children only with a doctor’s written authorization and with written signed direction of a parent/guardian.  

Please complete the following information:

Child’s First and Last Name: _________________________________________________________________________________
Health Problem: ___________________________________________________________________________________________
Name of Medication: ______________________________________________________________________________________
Start Date: __________________________________________ Stop Date: ___________________________________________
Amount: ______________________________ How to give the medication: ________________________________________
How often to give the medication: __________________________________________________________________________
Storage of medication: _____________________________________________________________________________________
Expected side effects of the medication: ___________________________________________________________________
I authorize Children’s Village Day School at Fisher’s Landing to give the above medication to my child.

_________________________________________________________

___________________________________________
Parent/Legal Guardian Signature




Date

Record of Administration of Medication: (To be filled out by person who gives medication)
	Date
	Time
	Dosage
	Full Signature
	Comments

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 


