[bookmark: _GoBack]Medication Information
This form must be completed for each program session or when medication changes.
   
Background Information
Participant’s Name: ___________________________________________       Age:_____________________
Address: ________________________________________________________________________________                                           
Parent’s/Guardian’s Name(s): ______________________________________________________________
Daytime Phone:  _____________________________    Other Phone: _______________________________                                                         Program(s): ______________________________________________________________________________
Doctor’s Name:  ________________________________               Phone: _____________________________
Medication Information
1. Name: ___________________________________ Dose: __________  Time: ___________________ 
Dispensing & Storage Instructions: _____________________________________________________
__________________________________________________________________________________

Possible Side Effects: _________________________________________________________________
___________________________________________________________________________________

2. Name: ___________________________________ Dose: __________  Time: ___________________ 
Dispensing & Storage Instructions: _____________________________________________________
__________________________________________________________________________________

Possible Side Effects: _________________________________________________________________
___________________________________________________________________________________

3. Name: ___________________________________ Dose: __________  Time: ___________________ 
Dispensing & Storage Instructions: _____________________________________________________
__________________________________________________________________________________

Possible Side Effects: _________________________________________________________________
___________________________________________________________________________________
Please use a second sheet for additional medications.
  
Other Information:

Attention epinephrine auto-injector or inhaler users: please list adverse reactions that may occur in an individual who is prescribed with this medication: ___________________________________________
                                                                                                                                                                                                                                                                                                          

In all cases, medication dispensing can only be started, changed or modified by completing a Permission and Waiver to Dispense Medication Form and Medication Information Form.

I hereby acknowledge that the above information provided for the medication for my minor child, guardian, ward, or other family member is accurate. I also understand that it is my responsibility to inform the agency if any changes of medication change.

Signature: ____________________________________________________       Date: _____________________

Medication information verified by: _______________________________________     Date:______________
