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MEDFIELD AFTERSCHOOL PROGRAM INC.



MEDICATION CONSENT FORM
Medfield Afterschool Program
Name of Child: _________________________________________   Name of Medication:__________________________      

Prescription        Non-Prescription   Reasons for medication: _______________ Possible side effects:_____________

Dosage: ______________ Date(s) to be given: _____________________   Time(s) to be given: ____________________

Prescribing physician: _____________________ Phone: _________________  Storage directions:___________________
I, the parent/guardian, give permission to authorized MAP educator(s) to administer medication to my child as indicated above.



Parent/Guardian Signature:  ________________________________
Date: ____________
A PHYSICIAN’S SIGNATURE is REQUIRED if the medication is NOT a prescription OR is for a chronic condition requiring training on the medical condition or administration of required medication: 
I authorize the Medfield Afterschool Program, with the parent/guardian’s permission, to administer the above stated medication as outlined above.




                 Doctor’s Signature: _____________________________    Date: _____________
TRAINING:  
I, the child’s physician, will provide the MAP Staff with training that specifically addresses 

       


the child's medical condition, medication and other treatment needs. 


I authorize the Child’s parent/guardian to provide this training.


I authorize MAP’s Health Consultant to provide this training.
Doctor’s Signature: ____________________________________    Date:_____________
Medication Administration Record
FOR STAFF USE: 
      Medication Consent form complete           Original prescription label on the medicine container 



      Name of the child on the container             Date on prescription current    
Expiration Date ____________



      Dose, name of drug, frequency of administration on the label consistent with instructions
CHILD’S NAME: ______________________________________        MEDICATION: ________________________________
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	Time
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This record must be maintained in the child’s file when complete
K-1 Program (508) 359-2165   Fax (508) 359-5098   


4-5 Program (508) 359-2168  Fax (508) 359-8638   

Ext. K & 2-3 Program (508) 359-8513  Fax (508) 359-0003   

6-8 Program (508) 359-7130  Fax (508) 359-0003   

