
 

 

MISSOURI DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION 
O))ICE O) CHILDHOOD - CHILD CARE COMPLIANCE 
MEDICATION AUTHORIZATION 

MEDICATION REQUIREMENT 

RECORD OF ADMINISTRATION 

PRESCRIPTION MEDICATION SHALL BE IN THE ORIGINAL CONTAINER AND LABELED WITH THE CHILD’S NAME, INSTRUCTIONS, 
INCLUDING TIMES AND AMOUNTS FOR DOSAGES, AND THE PHYSICIAN’S NAME. ALL NON-PRESCRIPTION MEDICATION SHALL 
BE IN THE ORIGINAL CONTAINER AND LABELED BY THE PARENT(S) WITH THE CHILD’S NAME AND INSTRUCTIONS FOR 
ADMINISTRATION, INCLUDING TIMES AND AMOUNTS FOR DOSAGES. A SEPARATE FORM IS NEEDED FOR EACH MEDICATION. 
THIS FORM IS VALID ONLY FOR THE DATES INDICATED BELOW. 

I AUTHORIZE CHILD CARE PERSONNEL TO ADMINISTER THE FOLLOWING MEDICATION TO MY CHILD: 

(PROPER NAME OF MEDICATION) 

CHILD’S FULL NAME DATE MEDICATION TAKEN FROM UNTIL 

DOSAGE TIME(S) OF DAY 

POSSIBLE SIDE EFFECTS 

SIGNATURE OF PARENT(S) OR GUARDIAN DATE 

STAFF NAME DATE MEDICATION NAME DOSAGE TIME 

MO���-3301 (�-��) FORM TO BE RETAINED IN CHILD’S RECORD 

TKH DHSDUWPHQW RI EOHPHQWDU\ DQG SHFRQGDU\ EGXFDWLRQ GRHV QRW GLVFULPLQDWH RQ WKH EDVLV RI UDFH� FRORU� UHOLJLRQ� JHQGHU� JHQGHU LGHQWLW\� VH[XDO RULHQWDWLRQ� QDWLRQDO RULJLQ� DJH� YHWHUDQ VWDWXV� PHQWDO RU 
SK\VLFDO GLVDELOLW\� RU DQ\ RWKHU EDVLV SURKLELWHG E\ VWDWXWH LQ LWV SURJUDPV DQG DFWLYLWLHV� IQTXLULHV UHODWHG WR GHSDUWPHQW SURJUDPV DQG WR WKH ORFDWLRQ RI VHUYLFHV� DFWLYLWLHV� DQG IDFLOLWLHV WKDW DUH DFFHVVLEOH E\ 
SHUVRQV ZLWK GLVDELOLWLHV PD\ EH GLUHFWHG WR WKH -HIIHUVRQ SWDWH OIILFH %XLOGLQJ� DLUHFWRU RI CLYLO RLJKWV CRPSOLDQFH DQG MOA CRRUGLQDWRU �TLWOH 9I�TLWOH 9II�TLWOH I;�����ADA�ADAAA�AJH AFW�*INA�USDA TLWOH 9I�� 
�WK )ORRU� ��� -HIIHUVRQ SWUHHW� P�O� %R[ ���� -HIIHUVRQ CLW\� MO �����-����� WHOHSKRQH QXPEHU ���-���-���� RU TTY ���-���-����� HPDLO FLYLOULJKWV#GHVH�PR�JRY�



MISSOURI DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION  
OFFICE OF CHILDHOOD - CHILD CARE COMPLIANCE

INDIVIDUAL PLAN FOR SPECIALIZED CARE  
IDENTIFYING INFORMATION 
CHILD’S NAME BIRTHDATE 

AREA OF CONCERN 

ADAPTIVE EQUIPMENT OR SUPPLIES NEEDED AT DAY CARE 

MEDICATION/TREATMENT CHILD IS TO RECEIVE AT FACILITY DURING CHILD CARE HOURS 
If the child is to receive treatments during his/her scheduled hours of care, how and by whom is this treatment to be administered?   

SYMPTOMS/INDICATORS/POSSIBLE PROBLEMS RELATING TO CHILD’S CONDITION/TREATMENT  
HEALTH PROBLEMS THAN CAN RESULT IN AN EMERGENCY 

PHYSICIAN/SPECIALIST SIGNATURE 

r

DATE 

MO500-��15(8-21)      TO BE  FILED IN CHILD’S RECORD AT CHILD CARE FACILITY.    

TKH DHSDUWPHQW RI EOHPHQWDU\ DQG SHFRQGDU\ EGXFDWLRQ GRHV QRW GLVFULPLQDWH RQ WKH EDVLV RI UDFH� FRORU� UHOLJLRQ� JHQGHU� JHQGHU LGHQWLW\� VH[XDO RULHQWDWLRQ� QDWLRQDO RULJLQ� DJH� YHWHUDQ 
VWDWXV� PHQWDO RU SK\VLFDO GLVDELOLW\� RU DQ\ RWKHU EDVLV SURKLELWHG E\ VWDWXWH LQ LWV SURJUDPV DQG DFWLYLWLHV� IQTXLULHV UHODWHG WR GHSDUWPHQW SURJUDPV DQG WR WKH ORFDWLRQ RI VHUYLFHV� DFWLYLWLHV� DQG 
IDFLOLWLHV WKDW DUH DFFHVVLEOH E\ SHUVRQV ZLWK GLVDELOLWLHV PD\ EH GLUHFWHG WR WKH -HIIHUVRQ SWDWH OIILFH %XLOGLQJ� DLUHFWRU RI CLYLO RLJKWV CRPSOLDQFH DQG MOA CRRUGLQDWRU �TLWOH 9I�TLWOH 9II�TLWOH 
IX�50��ADA�ADAAA�AJH AFW�*INA�USDA TLWOH 9I�� 5WK FORRU� 205 -HIIHUVRQ SWUHHW� P�O� %R[ �80� -HIIHUVRQ CLW\� MO �5102-0�80� WHOHSKRQH QXPEHU 5��-52�-��5� RU TTY 800-��5-2���� HPDLO 
FLYLOULJKWV#GHVH�PR�JRY�
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