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ADMINISTRATION OF MEDICATION / MEDICAL PROCEDURES

Child’s Name______________________________       Parent’s Name_____________________________


Date of Birth____________________ Parent(s) Telephone#________________________  ______________________

Emergency Contact__________________________ Emergency Phone #____________________________

Address________________________________________________________________________________________


	Medication:
	Dosage Amount:
	Times given:
	Special Instructions:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Child is capable and recommended to possess, and self-administer this medication / medical procedure:

NO________________YES-Supervised______________________YES-Unsupervised________________________

Precautions, possible side effects, interventions_______________________________________________________
Drug / Food Allergies____________________________________________________________________________

Physician’s Name________________________________________________________________________________

Insurance Company ______________________________ Policy Number_______________________________

Insurance Telephone No.___________________________________________________________                                                        

· Parent(s) / guardian(s) by signature below acknowledges that the church is providing for the administration of medication / medical procedure as a courtesy to the parent(s) / guardian(s) and agrees to hold the church and church volunteers harmless in its so doing.  
· Additionally, authorization is granted to obtain pertinent medical and/or copies of records pertaining to my child’s medication and for this information to be shared with pertinent staff as needed.  
· I understand that effective April 14, 2003, under the Health Insurance Portability and Accountability Act (“HIPAA”), disclosure of certain medical information is limited.  However, I herein authorize disclosure of pertinent medical information for the provision of services for my child while in attendance with Trinity Anglican Mission.  This authorization expires at the end of the function my child is attending.


Parent(s) / Guardian(s) Signature______________________________________ Date__________________________
                                                                



