
(for non-prescription medication)
Doctor’s Signature___________________________________________________________________________

(for non-prescription medication)

Date
_________________________________________

Parent/Guardian Signature
_________________________________________

I, _____________________________________________________, (parent or guardian) give permission to
authorized staff member(s) to admnister medication to my child as indicate above.

Directions for storage:___________________________________________________________________________

Name and phone number of prescribing physician:_____________________________________________________
_____________________________________________________________________________________________

Possible side effects:____________________________________________________________________________

Reasons for medication:_________________________________________________________________________

Times medication to be given:_____________________________________________________________________

Date(s) medication to be given:____________________________________________________________________

Dosage:______________________________________________________________________________________

Non-Prescription:_________________Prescription:_______________

Name of Medication:____________________________________________________________________________

Name of Child:_________________________________________________________________________________

Medication Consent Form
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