YEARLY PHYSICAL
Medication Consent Form
	Name of Patient
	

	Reason for medication
	

	Possible side effects
	



	Contact details of prescribing physician
	Name: 
	Phone:
	Email:

	Direction for dosage:
	


	
I, [NAME HERE], [parent or guardian] give permission to authorized staff member(s) to administer medication to my child as indicated below. 
[bookmark: _GoBack] 
 
_________________________________                       _______________________
Parent/Guardian Signature                                          Date 
 




Medication Detail
	NAME [Patient Name]
	ALLERGIES [Comment]



	DATES
(Start | Stop)
	MEDICATION (dosage | direction | amount)
	REFILLS
(date| initials | amount)

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]

	Start [start]
Stop [stop]
	[Medication]	[date] | [Initials]
Amount [amount]




_________________________________                       _______________________
Doctor’s Signature                                                               Date 

[Dr. Name] | [Dr. Name] | [Dr. Name] | [Dr. Name] | [Dr. Name] | [ARNP Name] | [ARNP Name]
[Patient Name] 	Page | 1
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