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PARENT MEDICATION CONSENT FORM

|, (Parent or Guardian Name)

authorize Footsteps Child Care to administer to my minor child (Child’s Name),

the following medication or medications:

NAME OF MEDICATION:

REASON FOR MEDICATION

START DATE (S):

DOSAGE:

STOP DATE(S)

TIME OR TIMES: AM PM

METHOD OF USE OR LOCATION ON BODY:

AM PM

NAME OF MEDICATION:

REASON FOR MEDICATION

START DATE (S):

DOSAGE:

STOP DATE(S)

TIME OR TIMES: AM PM

METHOD OF USE OR LOCATION ON BODY:

AM PM

NAME OF MEDICATION:

REASON FOR MEDICATION

START DATE (S):

DOSAGE:

STOP DATE(S)

TIME OR TIMES: AM PM

METHOD OF USE OR LOCATION ON BODY:

AM PM
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Please watch for the following possible side effects:

Name of prescribing physician:

Physician’s Telephone Number:

Initial each line to indicate that you have read and understand the information
stated.

_____All prescription medications must be in their original prescription bottle, with the
prescription label attached.

_____Non-prescription medications—If your child’s age and weight are not on the
container, must include a doctor’s note verifying correct dosage amount.

______ Child’s medication and dosage container is labeled with child’s first and last
name.

Parent Signature Date

STAFF USE ONLY:

DATE TIME MEDICATION DOSAGE REACTION STAFF SIGNATURE




