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NON-PRESCRIPTION DRUG 
ADMINISTRATION FORM 

 
 

Child’s Name  __________________________________ 
 
I hereby consent for the Academy for Early Learning Staff to administer the following 
medication prescribed by my physician: 
 
        Medication :      ________________________________ 
 
        Illness:               ________________________________ 
 
       Dosage:              ________________________________ 
 
       Time:                  ________________________________ 
 
       Duration of 
       Administration:   ________________________________ 
 
       Instructions:       _________________________________ 
 
                                  _________________________________ 
 
 
   Parent Signature:   _________________________________ 
 
                     Date:    _________________ 
 
 
   Doctor’s Name:     _________________________________ 
 
   Phone Number:     _________________________________ 
 
   Signature:              _________________________________ 
 
                     Date:    _________________ 
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