Permission to Administer Medication

Child’s Name: _____________________________________________ Date: ________________
Name of Medication: _______________________________ Rx Number: ___________________
Doctor’s Name: ___________________________________ Phone Number: ________________
Instructions: ___________________________________________________________________
______________________________________________________________________________
Refrigerated: Y  N 
	Date
	Time
	Dose
	Teacher Signature

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



Parent consents to administering the 2nd dose if symptoms do not improve and continue within 5 minutes in the event of 911 late arrival.  Yes_____    No______
[bookmark: _GoBack]Parent Signature: _______________________________________________________________


