Medication Record and Permission Form
Name of Child: _______________________________________________    Date of Birth: _________________
Name of Medication: _____________________________________ Dosage to be administered: ____________
Time(s) and day(s) to be administered: ______________________   Method of administration: ____________
Time/day last administered: ______________________________
Name of Parent/Guardian: __________________________ Signature: _________________________________

	Date medication given
	Time medication given
	Dosage given
	Method of administration
	[bookmark: _GoBack]Name of educator administering
	Signature of educator administering
	Name of witness
	Signature of witness

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



