
AUTHORIZATION TO ADMINISTER PRESCRIPTION AND NON PRESCRIPTION MEDICATION

	

	PRESCRIPTION MEDICATION WILL BE ADMINISTERED IN ACCORDANCE WITH THE PRINTED PRESCRIPTION LABEL, WHICH MUST BE ATTACHED TO THE ORIGINAL PRESCRIPTION CONTAINER.  

NON PRESCRIPTION MEDICATION WILL BE ADMINISTRED ONLY IN ACCORDANCE WITH THE WRITTEN, DATED AND SIGNED INSTRUCTIONS FROM THE CHILD’S LICENSED HEALTH PRACTITIONER.


	PARENT’S AUTHORIZATION

	I AUTHORIZE CHILD CARE PERSONNEL AT THE APPLEWOOD LEARNING CENTER TO ADMINISTER THE MEDICATIONS BELOW TO MY CHILD: 
____________________________________________________________________________________                       _________________





CHILD'S NAME




         DATE OF BIRTH

PLEASE COMPLETE ALL DOSING INSTRUCTIONS 
IN LAYPERSON’S TERMS.  
FORMS COMPLETED IN LATIN WILL NOT BE ACCEPTED.


	NAME OF MEDICATION
	DOSAGE AMOUNT
	HOW OFTEN TO ADMINISTER
	BEGINNING DATE
	ENDING DATE

	CHILDREN’S IBUPROFEN………………………………
	
	
	
	

	
INFANT’S IBUPROFEN………………………………….. 

CHILDREN’S ACETAMINOPHEN………………………                                                                      


INFANT’S ACETAMINOPHEN………………………… 


____________________________


	
	
	
	

	X_______________________________________________________________________________________________________
PRINTED NAME AND PHONE NUMBER OF CHILD'S LICENSED HEALTH PRACTITIONER  

X_____________________________________________________________________________________________________

SIGNATURE OF LICENSED HEALTH PRACTITIONER

                                                DATE SIGNED



X_____________________________________________________________________________________________________


SIGNATURE OF PARENT/GUARDIAN
                                                                                    DATE SIGNED




SPECIAL INSTRUCTIONS FOR ADMINISTRATION OF MEDICATION: ______________________________________________________________________________

_________________________________________________________________________________________________________________________________________

THE ABOVE SPECIAL INSTRUCTIONS WERE COMPLETED BY THE LICENSED HEALTH PRACTITIONER WHO'S SIGNATURE IS BELOW

X_________________________________________________________________________________________________________


 

LICENSED HEALTH PRACTITIONER’S SIGNATURE



          DATE SIGNED

	

	CHILD CARE PROGRAM RECORD OF MEDICATION ADMINISTRATION

	

	NAME OF

MEDICATION
	AMOUNT
	TIME
	DATE
	INITIALS
	
	NAME OF

MEDICATION
	AMOUNT
	TIME
	DATE
	INITIALS

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


X____________________________________________________________________________________________________________________________
   

SIGNATURE AND POSITION OF PERSON SUPERVISING ADMINISTRATION AND CONTROL OF MEDICATION


DATE SIGNED

________________      _______________     __________     _________





________________      _______________     __________     _________





________________      _______________     __________     _________





________________      _______________     __________     _________





________________      _______________     __________     _________





________________      _______________     __________     _________








________________      _______________     __________     _________












