
(**Center Managers and Teaches please ensure all required documentation is obtained and medication is with child at all times.) 

    Revised 072026 

SHARE, INC.  HEAD START 

 

Physician’s Authorization to Administer Medication 

 
Child Name ______________________________________     Date of Birth ________________ 

 

Medication(s) name, dosage, amount, and frequency, route:  ________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

Administer until (date):  ______________________________________________________________ 

 

Precautions, side effects, possible adverse reactions and actions indicated:  ____________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

  

Physical condition for which medication is prescribed: _____________________________________ 

 

Directions or other helpful information (Include IHP for each medical condition): _________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

Physician Name (print) _________________________ Date _____________________________ 

   

Physician Signature ___________________________ Phone _____________________________ 

 

Office Address_____________________________________   or Address Stamp ↓(optional):  

 __________________________________________________ 

 

 

 

****************************************************************************** 

Parental Consent to Release Information (Parent signature required) 

I hereby give my permission for exchange of confidential information with health care provider in the record of 

my child, Child’s Name ___________________________ Date of birth ___________ to SHARE Head Start 

if the program registered nurse has additional questions related to this medication that has been ordered to give 

while the child is present within the center and under SHARE Head Start care. 

 

Parent Name (print)_____________________ Signature_________________________   Date ______________ 

 

Reviewed by (Program Nurse Signature): _______________________Title _________________Date________  
 

 

 



(**Center Managers and Teaches please ensure all required documentation is obtained and medication is with child at all times.) 

    Revised 072026 

SHARE HEAD START/EARLY HEAD START 

 

MEDICATION ADMINISTRATION PARENTAL CONSENT  

 
Section I.  (To be completed by parent.) 

 

Child Name _________________________Center/Teacher Name: ______________/___________________ 

Child Date of Birth: _______________________________________________________________________ 

 
I hereby request and give permission for SHARE Head Start/Early Head Start Program to administer the 

medication listed below to my child during school hours.  I understand that I must administer the first dose of 

medication at home to observe for any abnormal reactions and notify my child’s physician as needed. I 

understand I must provide written instructions from the doctor and medication must be properly labeled in 

its original container with an expiration date. I understand I must communicate immediately with teacher, 

center manager, and nurse if changes with medication have occurred. 

 

Parent/Guardian _______________________/__________ Witness _______________________/__________ 

                                                            Signature   Date    Signature   Date 
Name of Medication ___________________ Amount to give _____________ Method ____________________ 

Time(s) to be given ____________________ Prescription # _______________ Dr. _______________________ 

Dates to given from ________ to _________ Child has received first dose of medication by parent?  Y or N  

 
Section II.  (To be completed by staff.) Keep a copy of forms with medication at all times. 

 

• Accept medication only if you can answer Yes to all the questions listed below.  

• Medications will not be administered to a child if we do not receive all proper documentation, 

physician signature, or if child has never been given the first dose of medication at home. 

 

  1.  Written instructions have been obtained from the doctor.                  ___Yes 

  2.  Parental consent above has been completed.                  ___Yes 

  3.  The child have been given the medication at least once before.                ___Yes 

  4.  Medication is labeled and in original container with expiration date.          ___Yes 

 

PLEASE NOTIFY PROGRAM NURSE IMMEDIATELY WHEN A CHILD REQUIRES 

MEDICATION IN THE CENTER! 

 

Administration of Medication 

     

 As a staff member of SHARE, INC. Head Start program, I have answered Yes to all questions above.  I 

will immediately notify program nurse of this child’s medication, and administer the right medication and 

right dose, to the right child, at the right time by the right method after all medication training and 

documents have been given to me. 

 

Sign ____________________________ Initials ______ Title ______________________________________ 

Sign ____________________________ Initials ______ Title ______________________________________ 

 

Nurse Providing Training _______________________ Title________________ Date ____________  
 


