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AUTHORIZATION FOR MEDICATION TO BE GIVEN AT CENTER

PHYSICIAN'S SECTION [Medical Staff to complete this area of form]:

Child's Name:  							  Birthdate:  						

Name of Medication:  													

Physician's Instructions:  
	Medical Reason: ____________________________________________________________________________
	Dosage: ___________________________________________________________________________________
	Duration: __________________________________________________________________________________
	Possible Side Effects or Adverse Reaction: _______________________________________________________

		Physician's Signature:  						 Date: ______________

 Physician’s Address: _________________________________________Phone Number: _________________________
                                                                                
(If a parent or legal guardian does not have this form, prescribers may use one of their medical forms. The form must include the above information and instructions on medication use, as well as prescribers’ signature and contact information). 
******************************************************************************************************************************************
PARENT SECTION

I, 					     (parent or guardian), give permission to Early Learning Connections to  authorized staff to administer _______________________________________________________ (name of medication) to my child, ___________________________________________ (name).  
Parent's Signature: __________________________________     Date: 			

*******************************************************************************************************************
STAFF SAFETY CHECK

Is this medication a controlled substance?  ___ Yes ___ No 

__ Child Resistant Container			
__ Original prescription or manufacturer’s label with name and strength of medication				
	__ First and Last name of child on container is correct
	__ Current date on prescription/expiration label covers period when medicine is to be given
	__ Name and phone number of licensed health care professional who ordered medicine is on container/file
	__ Instruction are clear for storage (i.e. temperature) and medicine is safely stored
	__ Child has had a previous trial dose
	__ Instructions are clear for dose, route, and time to give medicine
				
Staff Signature: 							     Date: 		
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