[image: image1.emf]Date Time Given Amount Given Staff Initials Comments

[image: image2.jpg]Small Wonderls

Early Learning Cznter, Tne




PRESCRIPTION REQUEST AND LIABILITY RELEASE FORM

This form must be completed by parent
Child’s Name:__________________________________________________________________

Prescription Number and Name:____________________________________________________

Instructions per label:____________________________________________________________

Amount to be given:_________________________  Time(s) to be given:___________________

Date(s) to be given:__________________________ through:____________________________

A Prescription Request Form is valid for only one week. Thereafter, a new form must be completed every week
Special Instructions:_____________________________________________________________
Has your child received this medication before?  Yes________
No________

Was there any reaction?   Yes________
No________

I understand that this form and my signature allows Small Wonders Inc. to administer the above named medication to my child according to the instructions I have specified. Per State law, these instructions must be as stated on the prescription label. I assume all responsibility for illness, injury, or reaction sustained by my child due to the effects of the medication administered as per the instructions. I release all of Small Wonders Inc. employees from any and all claims of liability, loss and expense of any kind, if they should arise.

Parent Signature:_______________________________________
Date:___________________
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