Swift

SWIFT
Medication Consent Form
SWIFT Staff has my consent to administer the following medication to my child. By signing this
consent, I agree not to hold Swift or any entity thereof responsible for liability arising out of
administering this medication to my child. I understand that any non-prescription medication for a
fever will only be given if my child exhibits a temperature of more than 100 degrees and with
recommendation from my child’s doctor. I also understand that Swift staff must have a written
statement from my child’s doctor before administering any prescription or non-prescription
medication. Non-prescription medicine will only be given for the duration of (5) days from the
starting date, unless otherwise specified by my child’s doctor.
____________________________
Parent Signature

___________________
Date

Child’s Name: _________________________________
Parent Name: ___________________

Contact Number: ___________________

*Physician completes shaded area*
Name of Medication: ________________________
Prescription □ Non-Prescription □

Refrigerate □

Room Temperature □

Condition this medication is prescribed for: _____________________________
Start Date: _______________ End Date: ______________
Duration (Total number of days medication is to be given):

_______

Dosage (Amount of medicine to be given at the school):

_______

Frequency (Number of times to be given at the school):

_______

Physician Name: _________________ Contact Number: ___________
Physician’s Signature________________________

Date: _________

I have reviewed this form with the above named parent.
__________________________________
Teacher’s Signature

___________
Date

I have reviewed this form with my child’s teacher and/or designated staff person.
___________________________________
Parent Signature

Medication returned on: _______________
Date

Effective 9/4/2012

___________
Date

______
Teacher’s Initials

______
Parent Initials

Swift

Medication Tracking Sheet
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_____________________________________________________________________________
_____________________________________________________________________________
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Effective 9/4/2012

