Authorization to Administer Medication
*PLEASE NOTE*
All medications need to be in the original box with dosage listed
and dosage cup provided.

PRESCHOOL

sowin g se eds of faith For EpiPens, we need 2 pens in the original box with a prescription
label adhered to the box.
To be completed by parent:
Child’s Name Parent’s Name
Address Cell #
Home # Work #
Child’s Teacher Class
Parent/Legal Guardian’s Signature Date

Please list the causes of your child’s allergic reaction:

Please describe the symptoms your child will exhibit during an allergic reaction:

Please describe the steps that should be taken to treat the allergic reaction:
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