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Request for Administration of Medication and all Supplements
Name of Activity:______________________________________________________________________

Dates for which authorization applies:____________________________________________________

Client Name:
____________________________________________
Chart #:  __________________

Birth Date: ___________________
Parent/Legal Guardian:________________________________

Address:  ____________________________________________________________________________

Telephone:
_____________________________
Alternate Phone:   _______________________

Physician:_____________________________________ Phone:  _______________________________

Physician Address:____________________________________________________________________

Parent/Legal Guardian Authorization:

	Name of Medication

Include all supplements
	Dose
	Route/Site

How will the medication by given? 

(e.g. by mouth, or apply to skin on arms)
	Which Days?

e.g. every day
	What times?

(E.g. lunch, or  9am and 5pm)
	Reason for Medication

(e.g. Seizure control, Asthma,  Ear Infection)

	1.


	
	
	
	
	

	2.


	
	
	
	
	

	3.


	
	
	
	
	

	4.


	
	
	
	
	

	5.


	
	
	
	
	

	6.


	
	
	
	
	

	7.


	
	
	
	
	


I/We hereby request that the above medication and procedure as outlined, be administered to our child.  It is understood that the staff person administering medication is doing so in the absence of a parent/legal guardian, and not as a health professional.  In consideration of the administration of the above medication, I assume all risk of personal injury, death or property loss resulting from any cause whatsoever, other than the gross negligence or breach of statutory duty of care on the part of Grandview Children’s Centre, it’s agents, servants and employees. 
I/We agree that Grandview Children’s Centre, it’s agents, servants and employees shall not be liable to me, my child(ren) or our heirs or estate trustees for any such personal injury, death or property loss and release the said Grandview Children’s Centre, it’s agents, servants and employees and waive any and all claims with respect thereto.  I/We agree that the information contained herein is correct.  I/We further agree that if there is a change in information and/or medical condition of my/our child(ren), I/We will inform Grandview Children’s Centre immediately of such change.

___________________________________
____________________________________________

Date
Signature of Parent/Legal Guardian

___________________________________  ____________________________________________
Signature of Physician (for non-prescription
Signature of client (if over 16 years of age)

Medication administered more than 7 days)
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