MARYLAND STATE DEPARTMENT OF EDUCATION ‘
OFFICE OF CHILD CARE

Seizure/Convulsion/Epilepsy Disorder
Medication Administration Authorization Form

Date of Birth;

Child’s Name;

R R ;. PARENT/GUARDIAN AUTHORIZATION - i s
1 request the authonzed chlld care staff to admmlster the medication as prescribed above. l certlfy that l nave the Iegal authontv to
consent to medical treatment for the child named above, including the administration of medication at the facility. | understand that at
the end of the authorized period an authorized individual must pick up the medication; otherwise, it will be discarded. 1 authorize child
care staff and the authorized prescriber indicated on this form to communicate in compliance with HiPAA. .

PARENT/GUARDIAN SIGNATURE DATE (mm/dd/yyyy) IINDIVIDUALS AUTHORIZED TO PICK UP MEDICATION

HOME PHONE #

ICELL PHONE # [wonx PHONE #

Emergency Phone Number to be used in case of Emergency

Contact(s)
Parent/Guardian 1
Parent/Guardian 2

Emergency 1
Emerienqr 2

Name/Relationship

Responsibilmes

OCC 1214 Emergency Card updated
00!: 1215 Health' tnventory updated
52 Stafi has received addvtlonal traitiing to edminister the medn:aﬂon
o if Yes: Tralner Name and Title, e S
6. Staff approved to administér medlwﬂon is avallable onsite, ﬁe!d tr
1. Modified Diet/Exercisé Plah | .~ 3o ; :
8, lmf v‘lduallzed Plan: lEP/h’-SP :

LDYes D ' DN[A )

DATE (mm/ed/yvyy]

5 eviewed by (Pflqged_name and,sngnat_ure o

x

DOCUMENT MEDICATION ADMINISTRATION HERE

MEDICATION DOSAGE ROUTE REACTIONS OBSERVED

DATE | TIME

SIGNATURE
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