
Zareinu Educational Centre of Metropolitan Toronto
7026 Bathurst Street, Room 108, Thornhill, Ontario L4J 8K3

Phone (905) 738-5542   Fax (905) 738-8047

MEDICAL AUTHORIZATION FORM

I authorize the administration of

 __________________________to ______________________________
(medicine) (name of child)

By staff members (at least two)

1) ______________________

2) ______________________

Starting Date:  ________________________________________________

Completion Date: ______________________________________________

To be administered using the following instructions:

1) Dosage _____________________________________________________

2) Specific time or circumstances to be given:

______________________________________________________________________

3) Give this medication if the following is observed:

4) Storage Instructions: ___________________________________________

______________________________________________________________________

5) Additional Instructions: _________________________________________________

__________________________ ______________________________
(Date) (Parent signature)

__________________________ ______________________________
(Director signature) (Parent signature)

__________________________ ______________________________
(Staff signature) (Staff signature)


