
MARYLAND STATE DEPARTMENT OF EDUCATION
OFFICE OF CHILD CARE

ill EDICATION AI}II'INISTRATION AUTHORIZATI ON FORM

Child Care Program:

This form must be completed fully in order for child care providers and staft to administer the
required medication. A new medication administration form must be completed at.the beginning
of each 12 month period, for each medication, and each time there is a change in dosage or time
of administration of a medication.

. prescriilion medication must be ln a contalner labeled by the pharmacist or prescriber.

. Non.prescription medication must be in the original container with tte label intact.

. ParenUGuardian must bring the medication to the facility'

. l$ust pick up the medication at the end of authorized period, otherwise it nv{ll be discarded.

PRESCRIBER'S AUTHORIZATION

Child's Name: - Date of Birth:

Condition for which medication is being administered:

Medication Name: Dose: - Route:

Time/frequency of administration: lf .l!ltl' frequency:
(PRN=as needed)

lf PRN, for what symptoms:

Possible side effects &special lnstructions: ,

Medication shall be administered ftom: - - tg

Month/DaylYear Monlh I Day I Year (not 1o exceed 1 year)

Known Food or Drug: Allergies? Yes No lf Yes' please explain , 

-
Prescribef s Name/Title:

Address:

Prescribeis Signature: Date:--
(Original slgnature or sicnature stamp ONL,

This space may be usd for the Pr€scribefs Address Stamp

PAREIITTGUARDIAI{ AUAOREATION
lAVe request authorized child care provider/staff to administer the medication as prescribed by the above prescriber. I attest that I have

administered at least one dose of the medication to my child without adverse effects. UWe certify that l/we have legal authority, understand the

risk and consent to medical treatment for the child named above, including the administration of medication. I agree to review special instruction

and demonstrate medication administration procedure to the child care provider.

ParenUGuardian Signature; Date:

Home Phone #: Cell Phone #: Work Phone #:

SELF CARRY'SELF AI}I'INISTRATIO}I OF EI'ERGENCY IIEDICATIO}I ATJTHOREANON'AFPROVAI.

{Onty school-aged chlldren may be authorlzed to self carrylself admlnister medlcatlon.}

Self carrylself administration of emergency medication noted above may be authorized by the prescriber.

Prescribeis authorization :

Signature Date

Parental approval:
Signatul€

FACILITY RECEIPT AilD REVIEW

Madication was received from:

Special Heath Care Plan Received: I vEs n r.{o

Child's Picture (Optional)

Medication was received bY:
Signature of Person Receiving Medication and Reviewing the Form

Date:

Date



MEDICATION ADMINISTERED

Each administration of a medication to the child shall be noted in the child's record. Each administration of prescription or non-

prescription to a child, including self-administration of a medication by a child, shall be noted in the child's record. Basic care items such as: a

diaper rash product, sunscreen, or insect repellent, authorized and supplied by the childs parent, may be appliedwithout prior approval of a

licensed health practitioner. These products are not required to be recorded on this form, but should be maintained as a part of the child's

overall record. Keep this form in the child's permanent record while the chitd remains in the care of this provider or facility.

OCC 1 216 (Revised 08/20115) - A1l previous editions are obsolefe.) Page2af 2

Child's Name: Date of Birth:

Medieation Name: Dosage:

Route: Tlme{s} to administer:

DATE TIiIE DOSAGE REACTTONS OBSERVED {lF Al{Y) SIGNATURE



Allergy Action Plan

Must be accompanied by a Medication Authorization Form (OCC 1216)

CHILD'S NAME:

ALLERGY TO;

Date of Birth: Place Child's

Picture Here

ls the child Asthmatic? f] t to I Ves (lf Yes = Higher Risk for Severe Reaction)

TREATMENT

*Potentially life-threatening. The severify of symptoms can quickly change.
'IMPORTANT: Asthma inhalers and'or antihistarriines cirnnot be depended on trr replace epineFhrine in anaph)llaxis

Medication Dose;
Eoinenhrine:
Anfihrstamine:
Other:

Doctor's Signature

EMERGENCY CALLS

Date

1)Call9,l1 {or Rescue Squad)whenever Epinephrine has been administered. 2} Callthe parent. State that an allergic

reaction has been treated and additional epinephrine may be needed. 3) Stay with the child.

Doctor's Name: Phone Number:

F€alth Care Provjder and rarefl Authof,:aticn lor Sell/Car.! Self.Adnrnis:Rlan
I .tdnorize th€ child care orov,der to adnli$ster lhe above medicritioN a$ indicil€d. Students moy sell carryisell 6dminister lschool-aged onlyl n ys n No

Symptoms:
The child has inqested a food allerqen or exposed to an aliergy trigger;

Give this Medicatlon
Epinephrine Antihistamine

But is nof exhibiting or complaining of any symptoms

Mouth: itching, tingling, svrelling of lips, tongue or mouth {"nnouth feels funny'}

Skin: hives, itchy rash, swelling of the face or extremities

Gut: nausea, abdominal cramps, vomiting, diarrhea

Throat" : ditficu lty s.r','allowing ("chok ing feeling" ), hoarseness. hacking cough

Lung": shortness of breath. repetitive coughing, wheezing

Hear1.: ,r'ieak or fast pulse, low blood pressure, fainting, pale, blueness

Other:

lf reaction is progressing {several of the above areas affected)

Contact(s) NameiRelationship
Phone N

Daytime Number
umber{si

Cell

Parent,Guardian 1

Parent'Guardian 2

Emerqencv 1

Emerqencv 2
.EVEN IF A PARENTIGUARDIAN CANNOT BE REACHED. OO NOT HESITATE TO MEDICATE AND CALL 911

ParentiGuardian's Signature Date
Page 1



lvlaryland $tate Child CarelNursary
Asthma Medication Administration

$chool Triggers {list}
Authorlaation Form

AgTl{MA,ACTION PLAN for to {not ld erceed 12 monthsl
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MARYIAND STATE DEPARTMENT OF EDUCATION

OFFICE OF CHITD CARE

Seizure Medication Administration Authorization Form

Name of Child Care Facility

This form authorizes emergency seizure care for NM TF
(Child's Namel (Date of Birth)

while attending the above named child care facility during child care hours. This form must be completed by the

child's physician and signed by both physician and parent.

Treating Physician Phone# # After Hours-

Significant Medical History:

Seizure Care lnformation

Seizure Triggers or Warning Signs:

Seizure Emergency Frotocol (Check all that apply and clarify below)

fl Call 911 for transport to C Notify parent or emergency contact

fl Notifu treating physician i-l Other

1-l Administer emersenca medications as indicated below:

Does child need to leave the classroom after a seizure? tr Yes D No lf YES, describe process for returning the child to
the classroom.

Special Considerations and Precautions (regarding activiti€s, sports, trips, etc.)

Physician Signature: Date:

parent lnformation & Authorization: Medications must be in the original container and labeled with the child's name,

name of medication, directions for medication's administration, and date of the prescription. I request that medication

be administered to my child as described and directed above and attest that I have administered at least one dose of the

medication to my child without adverse effects. I agree to review special instruction and demonstrate the medication

administration procedure to the child care provider. I understand the risk and authorize for adminisfiation of

emergency seizure medication to my child.

Parent/Guardian Signature:

occ1216A (8/20l1sl

Date:

Special lnstructions


