
MEDICATION CONgENT FORM
1oZCMR7.O5 (2) (c)

Name of child

Name of medication:
V?reecription

DaLe(e) medication No be qiven:

Times medication Lo be aiven:

Reaeone for medicalion:

Toseible aide effecbe:

Name and phone number of preocribina ?hyeician:

Direciione for aNoraae:

l, (parent, guardian) Eive permisoion
pleaee prinl

to authorized statt member(el to administer medicationto my child ao indicated abwe,

?arent I Guardian Signature Date

*Doctor'o Signature
*(for non-preecrifiion

Date
medicine or if no preecriV\ion label on the medicine)

7 ermission far self- a dministered inhaler
Thio requires bot'h Nhe parenlo and t'he Doclor's eiqnaf'uree

(parent, guardian)

J give J ao not 6ive permioeion to allow my child

to self administer the inhaler under the euperuiaion of an aulhorized ataff member.

?arent I Guardian Signalure Date

Oate
c 9/23/2048.

Dochor's Siqnature


