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[image: image1.jpg]AUTHORIZATION TO DISPENSE PRESCRIPTION MEDICATION     
MEDICATION MUST BE IN ITS ORIGINAL CONTAINER WITH CHILD’S NAME, NAME OF MEDICATION DIRECTIONS FOR MEDICATION ADMINISTRATION, AND DATE OF PRESCRIPTION.
STAFF

Name of Child __________________________________ Center Location____________________________

Name of Medication_____________________________for the period (dates) ____________to___________










            Start date                End date

Health Condition for which medication is being administered ___________________________________  
Dosage: ___________________________________When to give___________________________________
Specific instructions for Medication Administration_____________________________________________

________________________________________________________________________________________
Prescribing physician_________________________________ Medication Expiration__________________

                                                (Physicians name)






         (Date)
 FORMCHECKBOX 
Authorization form is complete 



 FORMCHECKBOX 
 Medication is in original container
 FORMCHECKBOX 
 Medication is appropriately labeled


 FORMCHECKBOX 
 Date on Label is current





    (Print name)

PARENT/GUARDIAN AUTHORIZATION  
 FORMCHECKBOX 
 I hereby authorize Promise Early Education Center to administer the above ordered medication as described and directed. 

________________________________       ​​​​​​​​​​​​​​​​​​​____________________________________          ___/____/_____
Name of Parent or Guardian (Please print)                      Signature of Parent/Guardian               (date)
HEALTH MANAGER
Reviewed by ___________________________________________________          _____/_____/______                                                 

                        AHSCC Health Manager
(signature)


                   Date

                See reverse side for Medication Administration Record
Childs Name _____________________________________Medication___________________________

Record of Medication
Use this to check dosage(s) given and as a reference for sharing this information with the child’s parent.

5 Rights in Medication Administration

            *Route=how and where the medication goes into the body
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Each person administering medication is to sign this form and identify initials used above

Signature of person administering Meds___________________________________Initialing as_________

Signature of person administering Meds___________________________________Initialing as_________

Signature of person administering Meds___________________________________Initialing as_________

Signature of person administering Meds___________________________________Initialing as_________

Signature of person administering Meds___________________________________Initialing as_________

Reviewed by Health Manager _________________________________________ Date__________________

**   Note: A new form should be used for each cycle medication is administered. 
*** Note: A new form should be used for each NEW medication administered
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