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Disposition of Left-Over Medication               Date:

Returned to Child’s Parent/Guardian               Thrown Away
Medication Release





Name of Child ____________________


Name of Medication___________________ 


Physician ___________________________


Date to be Given  _____________________


Times to be Given ________________       


Dosage _____________


Route of Administration  ___________________


Illness or Condition Being Treated _______________________


Possible Side Effects ___________________________ 


 I hereby give authorization for the staff at Almost Home Infant Care to administer the above medication according to the above instructions.  I recognize that the staff will not be held liable for any illness or injury resulting from the administration of this medication, and will not be held responsible for reimbursement of medical expenses resulting from such action.





 __________________________         ________________


      (Signature of Parent)				       (Date) 











