
The Summit After School Care & Vacation Care Centre. 

 

SHORT TERM PRESCRIPTION MEDICATION AUTHORISATION FORM 

Date Authorisation Given: ____________________________________________________ 

Child’s Name: 

__________________________________________________________________________ 

Days Attending: MON  TUE  WED  THU  FRI 

Medication Name: ____________________________________________________________  

Time Medication to be Administered: ____________________________________________ 

Dosage: _____________________________________________________________________ 

Special Instructions:_____________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Signature Parent/Caregiver: _______________________________ Date: ________________ 

Date Given Time Given Dose Given By Witnessed By 
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LONG TERM MEDICATION AUTHORISATION FORM 

 

 

3 

 

 

 

 

 

Date Given Time Given Dose Given By Witnessed By 
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Date Given Time Given Dose Given By Witnessed By 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 


