
PERMISSION TO ADMINISTER MEDICATION 

Child’s Name ___________________________________________ Age ____________________ 

Name of Medication _____________________________________________________________ 

Dosage _______________________________________________________________________ 

Date(s) to be given ______________________________________________________________ 

Time(s) to be given ______________________________________________________________ 

Parent’s Signature ______________________________________________________________ 

****************************************************************************** 

Given By ________________________________ Date & Time _________________________ 

    ________________________________            _________________________ 

   ________________________________            _________________________ 

   ________________________________            _________________________ 

   ________________________________            _________________________ 
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