Ismat Shehzad


Medication Permission for Non Prescription

Date: ___/___/___

This medication is to be continued through this date: ___/___/___

Child’s Name: ________________________________________________________

Name of medication: __________________________________________________

Dosage: ____________________________________________________________

Reason for medication: _________________________________________________

Hours to be given:  ____________________________________________________

Refrigeration necessary:
YES
NO

Parent’s Signature: __________________________________

Provider initials, date and time for administration of medicine: _________________________________________________

Thank You

Note:  Please make your own photo copies of this Medication Permission Slip.

Anytime you need to give your child medication bring this slip along with you.


