
Parent & Physician Authorization Administration of Medication 
 

A. To be completed by the parent or Guardian:


	Telephone Home: 
	Date: 
	Diagnosis: 
	Telephone Work: 
	Child Name: 
	DOB: 
	MEDICATION1: 
	MEDICATION2: 
	DOSAGE1: 
	FREQUENCYTIME TO BE TAKEN1: 
	ROUTE OF ADMINISTRATION1: 
	Group5: Off
	Group4: Off
	Group3: Off


