
 

 

AUTHORIZATION TO GIVE MEDICINE 
 

 

 

 

 

Name of child:   ________________________________________ 

 

 

Medicine: _____________________________________________ 

 

 

Dosage: _______________________________________________ 
 

 

Reason for taking the medicine: _____________________________ 

 

 

Period of treatment: _____________________________________ 

 

 

 

 

 

 

 

 

Name of authorizing parent: _____________              Signature: ____________     

 

 

 

Date: _____________                                     Received by: ___________________  


