Class Code: __________                                          RWCFS Head Start/Early Head Start Medication Administration Form
RWCFS staff, remember expired over the counter medications or prescribed meds cannot be used and a new Child Care licensing medication authorization form should be completed whenever prescriptions change in any way or are renewed or when changes occur with over the counter medications. For prescription medications, medications must be in a current pharmacy labeled container that clearly states physician written instructions for administering medication and clearly states expiration date.
This form must be completed any time over the counter medications are to be given at Head Start or Early Head Start.  Medication must be in its original container from the pharmacy and this form should be completed by the physician, giving name of medication, directions for administration, the physician’s signature, and the date.  This form must be completed before any medication can be administered by HS/EHS staff. 
Child’s Name:
_____________________________________________________________________________________________________________________
Name of Medication:_________________________________________ □check box if medication should be given according to manufacturer label instructions
If different than label instructions please provide dosage being advised by physician______________________________________________________________     
(Please be as specific as possible)

Time of day to be administered: ________________________________________________________________________________________________________
(Please be as specific as possible)

Special Instructions:
_______________________________________________________________________________________________________________
(Please be as specific as possible)

__________________________________________________________________________________________________________________________________
Side effects: _______________________________________________________________________________________________________________________
(Describe briefly)

Medicine prescribed for (Diagnosis):
_________________________________________________________________________________________________
Prescribing Physician Signature:
_________________________________________________
Date: __________________________________
PLEASE PRINT physician’s name address and phone number:
          __________________________________________________________________








          ___________________________________________________________________








          ____________________________________________________________________
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