
 

Good Shepherd Early Learning Center 

Medication Form 

 

Child’s Name  
Physician’s name and 
Phone number 

 
Physician’s Address  
Pharmacy’s name and 
Phone number  
Pharmacy’s Address  
Frequency of 
Medication 

 
Route of Medication  
Duration of Medication  
Desired effects, side 
effects, specific 
instructions (Pharmacy 
Papers) 

__________________________________________________ 
__________________________________________________ 
 

Storage Directions  
Parent Signature  

 


