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Medication Permission Form

Last Name

First Name

DOB Prescribing Physician

Name of Medication(s)

Date of Medication Order Dosage

Time & Frequency of Medication to be administered:

Continue this medication until: | have given the first dose on:

| hereby verify that (Child’'s Name) has a valid prescription for the
medication(s) listed above.

Parent/Guardian Name

Phone Email
Signature Date
Number Parent/ Number Parent/
Date of Pills & Guardian Sta.ff Date of Pills & Gu:i\r.dlan Sta.ff
s Received Initials Received
Dosage Initials Dosage
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Child’'s Last Name

Child's First Name

Date

Number
of Pills &
Dosage

Parent/
Guardian
Initials

Staff
Received

Date

Number
of Pills &
Dosage

Parent/
Guardian
Initials

Staff
Received
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