 (
(Parent/ Guardian)
)[image: C:\Users\teacher\Downloads\Montessori Logo.jpg]Medication Consent Form
 (
(
reason
 for medication)
) (
(
date
)
) (
(
time
 of dose)
) (
(Child’s Full Name)
) (
(
medication
 name)
) (
(
amount/
dose
)
) (
For Parents To Complete:
Child’s Full Name_______________________________
_  Date
________________    Medication_________________________________________________________Prescribing Physician_________________________________________________ Physician’s Phone Number_____________________________________________ Refrigerate?  Yes_____  No_____
Send Home Daily?  Yes_____ No______
    I/We_____________________ give permission to Northwest Suburban Montessori School Staff to administer__________ of ____________________ to my child, ______________________________, at approximately _____________ on _____________________ because of ________________________________.
Possible side effects to watch
 for with this medication may include: _________ ____________________________________________________________________________________________________________________________________
Parent Signature_________________________________
_  Date
______________
)
ALL PRESCRIPTION MEDICATIONS MUST BE IN THEIR ORIGINAL PHAMACY LABELED BOTTLESAND CAN ONLY BE ADMINISTERED IF ALL THE ANSWERS TO THE QUESTIONS BELOW ARE “YES”. 
1. Is the consent form above completed?				Yes/No
2. Is the medication in a safety cap container?			Yes/No
3. Is the original label and Child’s full name on the bottle?		Yes/No
4. Is the date on the bottle current?				Yes/No
5. Is the medication’s name, dose, and frequency of 							administration on the label consistent with							parental instructions given above?			Yes/No
	
	Date
	Time
	Signature of Staff Administrating Medication
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