
MEDICATION AUTHORITY FORM

Child’s Name ______________________________Date of Birth_________________
Name of Medication ____________________________________________________
Dosage required________________________________________________________
Times to administer ______________________________________________________
Expiry Date ______________________________________________________________
Time last dose was given _________________________________________________

Creams or Lotions ________________________________________________________
Part of body and times to apply ___________________________________________

I give permission for my carer to administer the above medication or cream

Parents Signature ____________________________________Date________________

Carers to complete after giving medication:

Date______________________Time ____________________Dosage________________

Carers signature ___________________________________________________________

Carers Signature _____________________________Parents Signature _______________

This form must be left with families at the end of your visit.


