
 
 

Medication Record 

Childs name: .........................................................................................................  Date of birth: ................................................................................................... 

I ___________________________________ hereby give permission to qualified Centre staff at Butterfly Childcare to administer to my child the following medication.   

            (Parent/ Guardian name)   

Over the counter medicine – Parent’s endorsement  (N.B. Over the counter medicines will only be administered for a max of 3 days) 

My child has not had a previous allergic reaction to the over the counter medicine described above. My child’s name is clearly printed on the label.  

Parent Signature: ___________________________________                                                  

                                                                                                                                                                 TO BE COMPLETED BY THE EDUCATOR WHEN ADMINISTED 
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