YAVA PAI

Authorization for Medication Administration

School / Daycare name:

Child’s name:
Child’s date of birth:

| request that my child be assisted in taking the medicines listed below at school / daycare by approved persons, or
be permitted to self-medicate her/himself. This is authorized by me and my child’s healthcare provider (see
below).

Date Parent/Legal Representative Signature Parent’s phone number

The following is to be completed by the PHYSICIAN OR NURSE PRACTITIONER:

Diagnosis for which the medication is given:

Name of medication:

If medication is to be given daily, at what time?

If medication is to be given AS NEEDED ONLY, describe conditions:

Is child authorized to self-medicate?

Length of time treatment is recommended:

Other information:

Provider’s signature:

Today’s Date:
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