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Child's Name Child's Special Health Condition  

 

date of birth               weight [lbs]              Does this condition require medication or medical food?     
           NO       YES

If you checked no, complete this section if the child's If you checked yes, this section must be completed by one of the following: 

condition requires ONE of the following:  [1] licensend physician, [2] licensed dentist, [3] advanced practice registered
[1] monitoring for symptoms which require us to act nurse, or [4] certified physician's assistant

[2] procedures which require us to be trained A parent can complete this section for a non-prescription medications UNLESS

[3] avoiding of specific food[s], environmental any of these conditions apply:  [1] it contains codeine or aspirin, [2] instruction

    conditions or activities is needed for the medication, [3] child doesn't meet minimum age/weight

[4] school-aged children to carry & administer their requirements listed on label, [4] medication is to be given longer than three
    own emergency medication consecutive days within a fourteen day period, [5] the intended use differs

    NAME OF MEDICATION/MEDICAL FOOD from the manufacturer's instructions or use.

NAME of Medication or

       Medical Food

A. What are the signs, symptoms, or situations DOSAGE of Medication

    requiring us to take action?     or Medical Food

TIME of Administration of
Medication or Medical Food

EXPIRATION DATE of

B.  What are the activities, foods, environmental Medication or Medical Food

    conditions, etc. to avoid, if applicable? check here if the questions below [boxes A,B,C] are included in a separate  answers to questions below [boxes A,B,C] are included in a
     N/A  SIGNED separate attachment by the above named professional

A  What are the SYMPTOMS which require us to administer?the SYMPTOMS that require us to administer?

C. What are the training instructions for procedures

    to follow.  Include ALL steps to care for child

    and/or perform the medical procedure B What are the SPECIFIC INSTRUCTIONS for administering?

     Check here if attaching training instructions

 

C What are ACTIONS TO BE TAKEN by us if symptoms do not subside?

Prescriber's Signature Date of Signature
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Child's Name     TRAINING AUTHORIZATION for Administration  

             of Medication or Medical Food  
competed by parent, trainer, admin, &/or trained child care staff member[s]

If program must be evacuated, are there items that must be taken with child or does child need assistance? [Check all that apply]

Medication Supplies Assistance Needed             N/A

PARENT PROVIDED TRAINING CERTIFIED PROFESSIONAL TRAINING

SECTION                   SECTION

My signature below indicates I have provided instructions for My signature indicates I have provided instructions for care and/or
care and/or training for the medical procedure and I give my training for the medical procedures outlined in this plan

permission for below listed persons to perform these procedures LEGIBLY PRINTED NAME PHONE # with AREA CODE

in my child's medical/physical care plan

Prescriber's Signature Date of Signature Prescriber's Signature Date of Signature

X X
  NAMES & SIGNATURES OF ALL CHILD CARE STAFF MEMBERS WHO HAVE RECEIVED INSTRUCTIONS FOR CARE
  and/or have been trained in performing the procdures for this child.  Additional can be written/signed on back or an attached sheet.

 ADMIN STATEMENT My signature indicates that I have reviewed the instructions for care, the
 form for completion and ensured staff are informed and trained.

Printed Name of Administrator Signature Date
 of Admin

Printed Name Signature Date

Printed Name Signature Date

Printed Name Signature Date

Printed Name Signature Date

ANNUAL REVIEW SECTION This form must be reviewed annually by the parent/guardian to note that all
information has stayed the same or changes have been noted.  Significant changes require a new form to be completedeen noted.  Significant changes require completion of a new form.

Parent/Guardian Initials Date of Review Administrator Initials Date of Review Date of Staff Review

ADMINISTRATION OF MEDICATION/MEDICAL FOOD DOCUMENTATION
Medication/Medical Food is NOT to be administered until after child has received first dose/application at least once prior to us
administering to avoid unexpected reactions.  Emergency medication for the child are exempt from this requirement.

Child's Name Name of Medication/Medical Food To be completed by child care

staff listed on this form. Medication

Date Time Dosage  Signature of designated person administering medication or Medical Food must be doc-

umented when administered on 

its own page.  Incomplete infor-

mation elevates the level of risk

to the child.  

Use additional copy of this 

section for each item administered


