Long Term Medicine Record Form

Childs Full Name: Date Of Birth:
Childs Condition: Name of Prescribed Medication:
Prescribed Dosage: Storage Location:

INSTRUCTIONS — WHEN THE MEDICATION SHOULD BE ADMINISTERED:

PERMISSION:
| give permission for my child to be administered the above medication as per instructions.
Parent Name : Date:

Parent signature:

Date Time By Whom Sign Witness Sign Parents
Administered Administered Signature
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