ey
ECYC

EDUCATION WITH CARE

FOR YOUNG CHILDREN

PARENT MEDICATION PERMISSION FORM

(F OR OVER THE COUNTER AND PRESCRIPTION MEDICATION)

* If prescription medication, the doctor’s prescription must be attached to this form
* Medication will be given to a child only when requested by the parent on this form.

I hereby request and authorize ECYC, Inc. to give my child

(PRINT child's first & last name)

in the room with as
(PRINT child's program name) (PRINT child's caregiver name)

their caregiver the following medication in the amounts and at the times specified below.

NAME OF MEDICATION AMOUNT TO BE GIVEN
(Between 11:30-12:30 or 2:30-3:30)

MEDICATION SHOULD BE CONTINUED AT THE ABOVE TIMES UNTIL:

Above medication may be given after the above date as a prn medication

Parent’s Signature Date

Reason for medication:
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