Ohio Department of Job and Family Services
PERMISSION TO ADMINISTER MEDICATION

Important: Complete a separate form for each child and each medication.

SECTION 1|: Parent Request for Administration of Medication

Complete for all medications to be administered, including nonprescription topical ointments, creams or lotions
and sun screens.

| give permission to the provider to administer the following medication to my child:

Name of Child Name of M edication Dosage Time(s) of Dosage

Signatur e of Parent Date of Signature Expiration Date of Medication (not to
exceed six months from date of thisrequest).

SECTION Il: Prescription Medication
Complete when the prescription label is attached.

Rx Number Phar macy
Street Address of Phar macy Telephone Number
Method of Administration Instructionsif “to be given as needed:”

SECTION I1l: Physician’sor Dentist’sInstructions
To be complemented by physician or dentist when Section I is not completed, or for nonprescription medications
which contain codeine or aspirin.

Rx Number Phar macy
Street Address of Phar macy Telephone Number
Method of Administration Instructionsif “to be given as needed:”

Instructions for Administration:

Possible Side Effects:

Signatur e of Physician, Nurse Practitioner or Date of Signature Telephone Number
Dentist
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SECTION IV: LogAll Medication Administered by Provider

Date of Dosage Amount and Time of Dosage Signature of Provider Administering
Medication

Thisform isto meet the requirements of Chapter 5101:2-14 of the Administrative Code.

JFS 01644 (Rev. 3/2003) Page 2 of 2



