CONSENT FOR ADMINISTRATION OF MEDICATION

I, (Print Name) __________________________, authorize the above center staff of Room #______

to give my child, _____________________________, the prescribed dose of medication as follows:

         Dose: _______________ of (Name of Medication)_______________________________

         at (times)________________________________ Route________________________________ 
         until (date)_______________________ or  ( further notice.

         Prescribed by:  Dr._____________________________

Further, I agree to hold harmless and indemnify Seagull Schools, Inc. from any claims or damages not covered by insurance, arising out of mistakes in administering the medication.

PARENT (signature):___________________________________ DATE:________________

                                                                                                          DATE OF Rx:___________
Medications must be in original container and labeled for school use only.

Long-term medication must be renewed every 3 months.

Possible side effects, if any ____________________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________

Physician’s Name:__________________________________________ 

Physician’s Signature: _____________________________________ Date: ______________________

FOR STAFF TO COMPLETE
DATE PRESCRIPTION WAS FILLED (must be current): ____________________________________________

PHYSICIAN’S DIRECTIONS FOR USE:_________________________________________________________

CHILD’S OWN NAME ON LABEL:_______________________________________ ROOM NO.___________

RECORD OF DISPENSATION 
	DATE
	AUTHORIZED STAFF’S SIGNATURE
	TIME ADMINISTERED

	MONDAY
	
	

	TUESDAY
	
	

	WEDNESDAY
	
	

	THURSDAY
	
	

	FRIDAY
	
	

	SATURDAY
	
	


*Reminder:  We do not have medical staff on site.

