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MEDICAL CONSENT FORM

Childs Name: e e ROOM: et
Name of MediCing: .....cccooveiviniie e s
DOSE tO DE GIVEN: .ot
TIMe t0 b GIVEN: e e e
Days tO De GIVEN: .o
DOCEOrs NamMe: oottt s s
DoCtors coNtact NO: ...cccevvveeie e e e

| request a staff member to assume responsibility for the administration of medication as
detailed below, to the above named child. | have provided the medication in its original
container which includes the child’s name. In requesting this service, | undertake not to
hold the staff responsible for any misadventure as a result of administering the medication
as specified above.

Parents Name: ... e s e e e
SIBNEA: et et et e r e e eras Dated: ....cccoovvveveeeeeeeies

Parents coNtact NO: ...t



