
 
 

Medication Requirements 
 

Your child’s registration packet indicates that he or she may require medication to be dispensed 
while at our program. In order for us to comply with New Hampshire Licensing requirements, you 
must provide the items listed below prior to your child’s first day of attendance at our 
program.  
 

Non-Prescription Medications  
 

If your child requires any non-prescription medication to be dispensed during our program hours 
you must provide the following: 

 
1) The medication in its original container.  
 
2) A “Medication Authorization” form (attached) granting permission for our staff to 

dispense the required medication during program hours, signed by the child’s 
parent/guardian. 

 
3) All items must be placed in a labeled Ziploc bag and provided to our office at 4 Lake 

Street, Nashua, NH before the first day your child is scheduled to attend the 
program. 

 
Your child cannot attend the program if the required items are not provided.   
 
Our program staff do not have access to any medication being held in the school nurse’s 
office during our program hours.   
 

Prescription Medications  
 

If your child requires any prescription medication to be dispensed during our program hours you 
must provide the following: 

 
1) The medication in its original container, with attached prescription label. The label 

must include the child’s name, medication name, strength, prescribed dose and 
method of administration.   

 
2) If you do not have the prescription label, a Medication Order provided and signed by 

your child’s licensed health care provider is required and must include the child’s 
name, medication name, strength, prescribed dose and method of administration, 
frequency of administration, indications for usage, maximum dosage allowed in a 24 
hour period and any special precautions or limitations regarding administration of 
the medication.  

 
3) A “Medication Authorization” form (attached) granting permission for our staff to 

dispense the required medication during program hours, signed by the child’s 
parent/guardian and licensed health care provider. 

 
(PLEASE CONTINUE ON BACK) 



 
 

4) All items must be placed in a labeled Ziploc bag and provided to our office at 4 Lake 
Street, Nashua, NH before the first day your child is scheduled to attend the 
program. 

 
Your child cannot attend the program if the required items are not provided.   
 
Our program staff do not have access to any medication being held in the school nurse’s 
office during our program hours.   
 
 

Allergy Medication  
 
If your child has an allergy requiring medication to be dispensed during our program hours you 
must provide the following: 

1) The medication in its original container, with attached prescription label. The label 
must include the child’s name, medication name, strength, prescribed dose and 
method of administration.   

 
2) If you do not have the prescription label, a Medication Order provided and signed by 

your child’s licensed health care provider is required and must include the child’s 
name, medication name, strength, prescribed dose and method of administration, 
frequency of administration, indications for usage, maximum dosage allowed in a 24 
hour period and any special precautions or limitations regarding administration of 
the medication.  

 
3) A “Medication Authorization” form (attached) granting permission for our staff to 

dispense the required medication during program hours, signed by the child’s parent 
and/or Guardian and licensed health care provider. 

 
4) An “Allergy Action Plan” (enclosed orange form) completed with photo, dated and 

signed by both your child’s licensed health care provider and the parent/guardian.  
 
5) All items must be placed in a labeled Ziploc bag and provided to our office at 4 Lake 

Street, Nashua, NH before the first day your child is scheduled to attend the 
program. 

 
Your child cannot attend the program if the required items are not provided.   
 
Our program staff do not have access to any medication being held in the school nurse’s 
office during our program hours.   
  

IF YOUR CHILD’S MEDICAL RECORDS INDICATE THEY REQUIRE 
MEDICATION DURING OUR PROGRAM HOURS AND YOU DO NOT WISH TO 

PROVIDE THE MEDICATION FOR OUR STAFF YOU MUST FILL OUT THE 
ATTACHED “MEDICATION RELEASE FORM”. 

 
  







AUTHORIZATION TO ADMINISTER PRESCRIPTION AND NON PRESCRIPTION MEDICATION 
  

IN ACCORDANCE WITH HE C 4002.18, THIS FORM MUST BE COMPLETED PRIOR TO THE ADMINISTRATION OF ANY PRESCRIPTION OR NON-
PRESCRIPTION MEDICATION.   
PRESCRIPTION MEDICATION WILL BE ADMINISTERED IN ACCORDANCE WITH THE PRINTED PRESCRIPTION LABEL, WHICH MUST BE  
ATTACHED TO THE ORIGINAL PRESCRIPTION CONTAINER.    
NON-PRESCRIPTION MEDICATION MUST BE IN ORIGINAL CONTAINER, AND WILL BE ADMINISTERED IN ACCORDANCE WITH THE 
MANUFACTURER’S PRINTED INSTRUCTIONS.  IF THERE ARE NO MANUFACTURER'S PRINTED INSTRUCTIONS FOR THE AGE OF THE CHILD, 
THE PROGRAM MAY ADMINISTER THE NON-PRESCRIPTION MEDICATION IN ACCORDANCE WITH THE WRITTEN, DATED AND SIGNED 
INSTRUCTIONS FROM THE CHILD’S PARENT, INCLUDING A STATEMENT THAT THE INSTRUCTIONS HAVE BEEN REVIEWED/APPROVED BY 
THE CHILD'S LICENSED HEALTH PRACTITIONER, OR WITH SIGNED, DATED WRITTEN INSTRUCTIONS FROM CHILD'S LICENSED HEALTH 
PRACTITIONER.  
  
PARENT’S AUTHORIZATION  

I AUTHORIZE CHILD CARE PERSONNEL AT__________________________________________________________ TO ADMINISTER THE   
    NAME OF CHILD CARE PROGRAM  

FOLLOWING MEDICATION TO MY CHILD: _________________________________________________________        ___________________  
 CHILD'S NAME                                                                                                                    DATE OF BIRTH  

  
NAME OF MEDICATION  DOSAGE  TIMES TO ADMINISTER  BEGINNING DATE  ENDING DATE  
  
________________________________________________  

  
_____________________________  

  
_______________________  

  
_________________  

  
_________________  

  
________________________________________________  

  
_____________________________  

  
_______________________  

  
_________________  

  
_________________  

  
________________________________________________  

  
_____________________________  

  
_______________________  

  
_________________  

  
_________________  

  

________________________________________________________________________________________________________________________________________________________  
PRINTED NAME AND PHONE NUMBER OF CHILD'S LICENSED HEALTH PRACTITIONER  
  
__________________________________________________________________________________________________________                                  _____________________________  
PARENT/GUARDIAN’S SIGNATURE                                                                                                                                                                                                 DATE SIGNED  

SPECIAL INSTRUCTIONS FOR ADMINISTRATION OF NON-PRESCRIPTION MEDICATION:  
  
  
  
  
THE ABOVE SPECIAL INSTRUCTIONS WERE:                        RENOITITCARP HTLAEH DESNECIL DEMAN EVOBA EHT YB DEVORPPA DNA DEWEIVER ‮  
                                                                                                                WOLEB SI ERUTANGIS S'OHW RENOITITCARP HTLAEH DESNECIL EHT YB DETELPMOC ‮  
  
  
__________________________________________________________________________________________________________                                  _____________________________  
LICENSED HEALTH PRACTITIONER’S SIGNATURE                                                                                                                                                                  DATE SIGNED 
  

CHILD CARE PROGRAM RECORD OF MEDICATION ADMINISTRATION 
(TO BE COMPLETED BY CHILD CARE PERSONNEL FOR ALL MEDICATION ADMINISTERED)  

  
NAME OF  
MEDICATION  

  
AMOUNT  

  
TIME  

  
DATE  

  
INITIALS  

  NAME OF  
MEDICATION  

  
AMOUNT  

  
TIME  

  
DATE  

  
INITIALS  

  
  

      
  
  

  
  

        
  
  

  
  

    

  
  

                  

  
  

                  

  
  

                  

  
  

                  

 
NAME OF  
MEDICATION  

  
AMOUNT  

  
TIME  

  
DATE  

  
INITIALS  

  NAME OF  
MEDICATION  

  
AMOUNT  

  
TIME  

  
DATE  

  
INITIALS  

  
  

      
  
  

  
  

        
  
  

  
  

    

  
  

                  

  
  

                  

  
  

                  

  
  

                  

 
____________________________________________________________________            _____________________________  
SIGNATURE AND POSITION TITLE OF PERSON SUPERVISING ADMINISTRATION/CONTROL OF MEDICATION                    DATE SIGNED  

(15) 
t:\program support\licensing\ccl\group\2008 cc rules\sample forms packet\2008 medication authorization.doc 



 

 
 

 
Medication Release Form 

 
 
 
Date: ________________________________ 
 
 
Dear Parent: 
 
Your child’s health record indicates _______________________ has  
       (Child’s Name) 
 

______________________________________________;  therefore medication  
(Condition) 

 
is required in case of emergency. You have not given us the medication  
 
for your child if it is needed.  Please sign below indicating you will accept  
 
full responsibility in case of emergency.  
 
 
________________________________________   _______________ 
Signature        Date 
 
________________________________________    
Print Name 
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