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COURT CARE FOR THE PIKES PEAK REGION
MEDICATION ADMINISTRATION FORM

Child’s Name: ____________________________
Age: ________________
Child Care Center: ________________________
Classroom: ___________
Primary Health Care Provider: ________________________________________

Medication: ______________________________________________________
Dosage: _______________
Route: _______________ 
     Time: ________
Reason for medication: _____________________________________________

Side Effects: _____________________________________________________

Duration: ________________________________________________________
Date: _________________

Signature: _______________________









Prescribing Authority

Stamp:



Prescribing authority phone no.: ___________

Parent/Guardian

I hereby give permission for ___________________________ to take the above prescription or over-the-counter medication at the childcare facility as ordered.   I understand that it is my responsibility to furnish this medication.

I have received, reviewed and understand the Court Care for the Pikes Peak Region’s Medication Policy.

Date:________________ Signature________________________________________
 ________________________________________

Print Name
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