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The South Windsor Recreation Department

The 4th “R” Before and After School Program 2010/2011
MEDICATION AMINISTRATION FORM

Name of School:________________________

For ALL medications (topical, oral, inhalant, injectable) that will be administered during the time of The 4th “R” Before & After School Program, parents must complete and sign this form.  FOR PERSCRIPTION MEDICATION(S): This form must be filled out and signed by a doctor or authorized presciber AND parent. All prescription medications must have the name of the child and be in their original containers.

Child’s Name: _________________________________Date of Birth: ____________

Address: __________________________________________ Phone: _______________

Medication or Drug Name: ________________________________________________

Dosage: __________________________ 

Method of Administration: 
ORAL
      TOPICAL       INHALANT   
INJECTABLE

Please explain in detail method of administration:   ________________________________________________________________________________________________________________________________________________

Start Date of Medication: ___________________
End Date:_____________________

Time of Medication Administration: __________________________

Relevant Side Effects and Authorized Prescriber’s plan for management if they occur: ________________________________________________________________________

List any allergies, reactions to, or negative interactions with foods or drugs if any:

________________________________________________________________________

AUTHORIZED PRESCIBER INFORMATION (for prescription medication)

Authorized Prescriber Name: _____________________________________

Address:_____________________________________Phone:____________

I acknowledge that the above child is authorized to be administered the listed medication.

_________________________________________

_______________

Signature of Authorized Prescriber



Date of Order
*PARENT INFORMATION*
Name: ____________________________Relationship to Child: ____________________

Address: ______________________________________Phone: ____________________

I authorize the South Windsor Recreation Department’s 4th “R” Staff to administer the above medication to my child during the Before and After School Program.
_______________________________________________
________________________

Signature of Parent/Guardian



Date
