

PARENTAL MEDICINE PERMISSION FORM 
BEULAH CHRISTIAN PRESCHOOL AND CHILD CARE

Please complete the following information and return with a supply of medication your child needs to take during hours attending. 

All prescription AND over-the counter medication must be in the original container. The container must be labeled with the name of the child and the correct dosage to be given.

Topical – Non-Prescription

Child’s Name: ___________________________________________________ 

· Sunscreen
· Diaper Cream
· Other _______________________________

Parent Signature: _________________________________________________________ Date: __________

Phone Number: _______________________




MEDICATIONS – Prescription or Over-the-Counter medications (i.e. Tylenol, Gas Drops, etc.)
(any medication with a dosage needs a doctor’s signature)

Child’s Name: ___________________________________________________


Name of Medication: ______________________________ Dosage: __________ at __________ for __________.
											     (time)	  (how long)
										
Name of Medication: ______________________________ Dosage: __________ at __________ for __________.
											     (time)	  (how long)

Physician Signature: ______________________________________________________ Date: ___________
I will take full responsibility for the medication, which is to be given during hours child attends the program. 

Parent Signature: _________________________________________________________ Date: ___________

Phone Number: ________________________

