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Medication Administration Request Form 
I, ____________________________________ (parent’s printed name) request that Main Street Christian Education Center administer the following medication to my child as detailed below.           

Child’s Name:_____________________________            Staff initial  Medication:____________________    ___   staff initial            

___Prescription       ___ Over the Counter                            Refrigeration needed (circle one):   Yes       No

Dose:____________________________            staff initial  Time(s) to administer:___________________
Reason:___________________________________________________________________________________________________________________________________________________________________
Special instructions: ____________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
**Please send medication in labeled original containers . If over the counter, please label the container with the child’s name without covering the label of the medication. If prescription please send labeled container from the pharmacy. 

Parent Signature:______________________________________________________  Date:__________


*** Staff MUST Verify child’s name, medication, dose and double check they match the labeled bottle PRIOR to administering (initial above).***
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This information is confidential and will not be shared or released without the parent/guardian’s written permission. 
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