Little Angels Learning Center
Medication Form

Child’s Name: ____________________________

 Date: _____________
*To be filled out by physician/health care provider*
The child may receive the following medications while at child care (including over-the-counter and prescribed):
	YES
	NO
	Medication
	Dosage

	
	
	Diaper Cream
	

	
	
	Pain Reliever
	

	
	
	Cough Medication
	

	
	
	Sunscreen
	

	
	
	*Other:
	


*Other medication should be listed with the written instructions for use in child care ______________________________________________________________________________________________________________________________________________________________________________________________________
· Prescribed or over-the counter medication will not be given to children without parent’s written consent on LALC form. 

· Verbal phone calls giving permission to administer medication will not be accepted.

______________________________    
__________

Signature of Physician/Health Care Provider



Date

