
 
 

AUTHORIZATION TO ADMINISTER MEDICATION ON A LONG-TERM BASIS 
 

Minimum Standards for Licensed Child Day Centers require that prescription and non-
prescription medicine (including vitamins and pain reliever) be administered to a child only with the 
parent’s or guardian’s written consent.  If a medicine is administered longer than 10 business days, 
the Center regulation requires written authorization from the child’s physician and his or her parent 
or guardian.  If authorization by the child’s physician is not obtained, the written authorization from 
the parent or guardian must be renewed every 10 business days. 
 
Child’s Name  _______________________________________________ 
 
Bright Start Learning Center has my permission to administer the following medication to my child: 
 
Medicine Name and/or Prescription Number:  _______________________ 
 
Dosage and Times to be given:  __________________________________   
 
Special Instructions (if any):  
_____________________________________________________ 
 
___________________________________________________________________________ 
 
This authorization is effective until:  _________  
 
Parent’s or Guardian’s Signature:  _____________________________  Date:  
____________ 
 
The Following Authorization Can Be Completed For The Use Of Long-Term Medication. 
 
I certify that, in my opinion it is medically necessary that the medicine described above be 
administered to  _____________________ during center hours and that this medicine can be 
administered by center staff.  
 
Physician’s Printed Name:  __________________________ 
 
Physician’s Signature:  _____________________________  Date:  ____________ 
 
Medication was administered at the following dates and times: 
 

Date Time Amount 
Given 

Adverse 
Reactions (if any) 

Errors (if any) Signature of Person 
Administering Medication 

      
      
      
      
      
      
      
      
      
      
      
      



 


	Parent’s or Guardian’s Signature:  _____________________________  Date:  ____________
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