
Eastern Oregon Head Start



MEDICATION AUTHORIZATION 


Date __________________

Dear Dr.__________________________________

Eastern Oregon Head Start Policy states that medications will be administered to children in school only when the student's health requires that they be given during school hours.  Medications that  are administered at school must be properly labeled in the original container or prescription bottle.  Written authorization from the student's parents/guardian and physician is required.  Medications will be kept in a locked cupboard or refrigerated lock box in the Head Start center and be administered by the teacher or other designated staff person.

Sincerely, _____________________________

Title:_________________________________     Phone:_______________________________


 ↓  TO BE COMPLETED BY THE PHYSICIAN AND RETURNED TO HEAD START BY THE PARENT  ↓

Patient Name: __________________________________   Date of Birth: ____________________

1. 
Diagnosis or reason for medication to be given:    _______________________________

________________________________________________________________________

2.
Name of prescribed medication: ____________________________________________

3. 
Dosage required:________________________________________________________

4.
Time interval for administration:_____________________________________________

5.
Method of administration:__________________________________________________

6.
Possible side effects of medication:__________________________________________

_________________________________________________________________________

7.
Special instructions or precautions:__________________________________________

____________________________________________________________________________________________________________________________________________

Physician Signature: ____________________________________   Date: ____________________

Physician Name (please print):____________________________________________________

Address: ___________________________________________________ _________________

Phone: ________________________________ Fax:__________________________________


TO THE PARENT OR GUARDIAN:  

When a child is required to take any medication at Head Start, written permission must be obtained from you, as the parent or guardian, requesting that the Head Start program comply with the physician's order.

Your signature below signifies written consent for the Head Start teacher or designated staff person to comply with the above named physician's order to administer the prescribed medication in his/her classroom.

Parent/Guardian Signature: _________________________________ Date: _______________
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