
 

 

AUTHORIZATION FOR MEDICATION 

PLEASE PRINT 

CHILD’S FULL NAME________________________________________________________________ 

NAME OF MEDICATION_____________________________________________________________ 

PRESCRIPTION NUIMBER____________________________________________________________ 

TIME MEDICATION IS TO BE GIVEN____________________________________________________ 

       (Medication will not be given on an “As needed basis”, specifics must be provided) 

AMOUNT_________________________________________________________________________ 

DATES TO BE GIVEN ________________________________________________________________ 

 

Parent signature        date 

------------------------------------------------------------------------------------------------------------------------------------------ 

Dosage   Given by  Date/Time                      Reaction 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

 


