
 

 

First Baptist Child Development Center 

 

 Six Month Authorization of 

EMERGENCY MEDICATIONS 
[Benadryl, Epipen, etc] 

 

 

Child’s Name:________________________________________________Date:______________________ 

 

 

I authorize First Baptist Child Development Center to administer the following medication to my child whose 

name is noted above on an as needed basis following specific instructions. 

 

Name of medication/special medical procedure: 

 

______________________________________________________________________________________  

 

 

Physician’s Name  Business Address  Office Number  Emergency Number 

 

______________________________________________________________________________________  

 

______________________________________________________________________________________ 

   

Pharmacist’s Name  Business Address  Office Number  Emergency Number 

 

______________________________________________________________________________________  

 

______________________________________________________________________________________  

 

Reason/Desired Effect(s): 

 

______________________________________________________________________________________ 

 

Plan of Action for Emergency Medications 

(Must include how and when to administer) 

______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

 

Storage Instructions: 

______________________________________________________________________________________  

______________________________________________________________________________________ 

 

 



 

Side Effects: 

______________________________________________________________________________________  

 

______________________________________________________________________________________  

 

 

 

__________________________________________    ____________________ 

Parent’s Signature         Date of Authorization 

 

 

For Childcare Staff Use Only 

 

Administer medication only if you can answer “yes” to all of the following questions: 

 Is the name of the child on the container?   ___yes  ___no 

 Is the medication in the original container?   ___yes  ___no 

 Is the original prescription label on the container?  ___yes  ___no 

 Is the permission form complete?    ___yes  ___no 

 Is the date on the medication label current (not expired)? ___yes  ___no 

 

 

___________________________________________ 

Signature of childcare provider 

 

 

 

Date Time Dosage Given by (signature) Comments 

     

     

     

     

     

     

     

     

     

 


