delly Cen Tre @@mmﬂ@ Medication Authorization

To be completed by the parent

I, authorize the administration of
(Parent's name) (Name of medication)
to
(Child's Name) DOB
Effective until: Possible side effects:

Condition for which medication has been prescribed:

Dosage: Time of day medication is to be administered:

Specific instructions:

Parent Signature Date
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