Time to Shine Preschool, LL.C
Authorization for administration of mediCation

Medication TYpe (Please CirCle one):
PrGSCYiDtiOh NOD-DTESCY‘iDtiOh Topical oihtment

1 hereby authorize Time to Shine Preschool, LLC to administer the following mediCations
t0 my Child:

Child’s Name:

e Prescription medications must be in original paCkaging with Clear instructions.

« [Non-prescription medication to be used for more thah three consecutive days requires a written order
from the parent.

e Duration of non-presCription topiCal ointments’ (authorized for use for Children) authorization Cahnhot
exceed 90 days.

¢ Duration of as heeded medications require a Written order from the Child’s parent ahd Cahnhot exceed
90 days.

1 further agree to indemnify and hold harmless Time to Shine Preschool, LLC, ahd their agents ahd servants,

against all Claims as a result of ahy and all acts performed under this authority ahd according to the
instructions below.

Medication:

Administrative Route:

TReason for Medication:

Medication Storage:

Side Effects:

Dosage:

Times of Administration:

Gtart Date: End Date:

Physician’s Name: Physician’s Number:

Parent/Guardian Sighature:




Time to Shine Preschool, LLC
Administration of Medication [L,og
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