
Medica�on Authoriza�on Form 

For Prescrip�on and Non-prescrip�on Medica�ons  

 

INSTRUCTIONS: 

Sec�on A must be completed by the parent/guardian for ALL medica�on authoriza�ons.   

Sec�on A and Sec�on B must be completed for any long-term medica�on authoriza�ons  

(those las�ng longer than 10 consecu�ve days).  

Sec�on A:  To be completed by parent/guardian 

 

Medica�on authoriza�on for:  ___________________________________________________________________ 

  (Child’s name) 

Open Arms Chris�an Child Development Center has my permission to administer the following medica�on:
  

  

Medica�on name:  ________________________________________________  Route:______________________ 

 

Dosage:  _________________________________
   
Times to be administered:_____________________________ 

 

Special  instruc�ons (if any):  ____________________________________________________________________ 

 

Child’s known allergies:_________________________________________________________________________ 

 

This authoriza�on is effec�ve from: __________________________un�l:  ____________________________ 

                                                                       (Start date)                                                  (End date) 

Parent or Guardian’s Signature:  _______________________________________Date: _____________________ 

Sec�on B:   To be completed by child’s physician 

 

I, ____________________________________cer�fy that it is medically necessary for the medica�on listed 

     (Name of Physician) 

below to be administered to:____________________________ for a dura�on that exceeds 10 consecu�ve days. 

                                                     (Child’s name) 

Medica�on name:  ________________________________________________  Route:______________________ 

 

Dosage:  _________________________________
   
Times to be administered:_____________________________ 

 

Special instruc�ons (if any): _____________________________________________________________________ 

 

This authoriza�on is effec�ve from: ___________________________un�l:  ______________________________ 

               (Start date)             (End date) 

 

Physician’s Signature: _________________________________________________Date: ___________________ 

  

Physicians Phone: __________________________________  Fax:_______________________________________ 

 

 

Open Arms Admin Signature:__________________________________________ Date:_____________________ 
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