
PLEASE READ CAREFULLY

• This form must be completed in it’s entirety every two weeks
• All medications must be taken home if a authorization form has not been submitted
• “As Needed” dosages are not allowed. A time and amount must be specified
• If the child is absent, a note must be made on this form to that effect

______________________________________________________________________________________________________
Child’s Full Name

______________________________________________________________________________________________________
Name of Medication

______________________________________________________________________________________________________
Rx Number

______________________________________________________________________________________________________
Time of day Rx should be dispensed

______________________________________________________________________________________________________
Dosage

______________________________________________________________________________________________________
Dates to be dispensed {please list all dates individually}

______________________________________________________________________________________________________
Parent / Guardian Signature      Date

For Center Use
____________________________________________________________________________________________

Date  Time  Dosage  Dispensed by  Noticeable reactions

1 _____________________________________________________________________________________________________

2 _____________________________________________________________________________________________________

3 _____________________________________________________________________________________________________

4 _____________________________________________________________________________________________________

5 _____________________________________________________________________________________________________

6 _____________________________________________________________________________________________________

If a noticeable reaction took place, what action was taken?

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Kids Kondo Medication Authorization Form

1253 North Highland Ave • Atlanta, GA 30306 • 404.897.1936 • fax 404.897.1008 • kidskondo.com • info@kidskondo.com
M – F   7:30am – 6:00pm

   
   forms\medication authorization REV 07/2008


	Child’s Full Name: 
	Name of Medication: 
	Rx Number: 
	Time of day Rx should be dispensed: 
	Dosage: 
	Dates to be dispensed please list all dates individually: 
	Date: 


