Peakland United Methodist Youth Ministry

Medication Authorization Form

Youth’s Name _________________________________________________________________

Peakland United Methodist Church has my permission to administer the following medications to my teen:

Medication name _____________________________________________________________________

Dosage to be given ____________________________________________________________________

Dates to be given ______________________________________________________________________

Approximate Time to be given ____________________________________________________________

Special Instructions (if any):

Possible side effects ____________________________________________________________________

Reason medication is needed _____________________________________________________________

_____________________________________________________

___________________



(Parent’s Signature)






(Date)

Date Given

Dosage Given



Time Given

Given by
_________

_________________


__________

_____________

__________

_________________


__________

_____________

___________

_________________


___________

_____________

___________

_________________


___________

_____________
