CAPITAL AREA COMMUNITY ACTION AGENCY, INC.

PERMISSION TO GIVE MEDICATION
No medication shall be given by staff without the signed permission of a parent/guardian.  Please complete this form.

Child's Name________________________________________________   Age_____________

I request that a staff person at the __________________________________________Center
give my child ________________of _________________________________ at____________
                        (Dosage/Amount)             (Name of Medication)                                 (Time(s)

Parent's/ Guardian's Signature_____________________________________ Date _______

#############################################################################



          FOR STAFF USE ONLY

Record the required information below as it appears on the prescription label.

Doctor's Name_____________________________ Drug Store/Pharmacy_________________

Prescription Number_______________________   Date Medication Prescribed___________

Any Warnings/Side Effects______________________________________________________
                                               (***Example:  May cause drowsiness, breathing difficulty.)

##############################################################################
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