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Name ______________________________________________________________________________
Authorization for Administration of Prescription Medication

Name of Medicine:_____________________________________________________________________

Date Prescribed:___________________

Dosage and Directions for Use (and frequency): ______________________________________________

_____________________________________________________________________________________

Name of Medicine:_____________________________________________________________________

Date Prescribed:___________________

Dosage and Directions for Use (and frequency): ______________________________________________

_____________________________________________________________________________________

Name of Medicine:_____________________________________________________________________

Date Prescribed:___________________

Dosage and Directions for Use (and frequency): ______________________________________________

_____________________________________________________________________________________

ALL MEDICATIONS MUST BE IN ORIGINAL CONTAINER WITH PHARMACY LABEL!

Authorization for administration of Over-the-Counter Medications 

Coaches or parents are authorized to administer the following over-the-counter medications at the recommended doses:
____Tylenol           ____Ibuprofen

____Benadryl        ____Cough Drops

Other (please specify):____________________________________________________________

______________________________________________________________________________

ALLERGY TO (please DO NOT give these medications):________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
