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Permission to Administer Medication

Child’s Name:___________________________	Date: _______________

I give permission for my child to be administered the following medication:


Expiration Date:________________	Dosage:____________ Refrigerate: __Yes ___No

Dates to be Given:_____________________________Times to be Given:___________

Special Instructions? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Possible Reactions:________________________________________________________

Parent’s Signature:______________________________________	Date: _____________
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