
The program’s medication policy is available for your review at your request and can be found in the parent handbook. Please initial the items below:  

__________ If my child has an adverse reaction to medication, or if my child has a medical emergency requiring the use of fast acting medication, I give permission for 

911 to be called and for program staff to secure any licensed hospital, physician and/or medical personnel to provide any treatment deemed necessary for immediate 

care. I agree to be responsible for payment of any and all medical services rendered. 

__________ I understand Safekey does not provide medical personnel at any program site and does not have the ability to refrigerate nor regulate storage temperature 

levels for medications of any kind.  

__________ I understand my child must be capable of self-administering his/her/their prescribed medication.   

If a child needs to take prescription medication during program hours, the following procedures must be followed:    

 Medication must be provided by an adult directly to program staff in its original container with the pharmacist’s label indicating the proper dosage amount 
and times. Please contact the program office regarding specific medical conditions that require administration of prescription medication on an as-needed basis. 
These will be handled on a case-by-case basis and within program constraints.    

 Only a daily dose should be in the medication container and parents/guardians must initial the individual medication log for the child and pick up the empty 
container each day.   

 Liquid medication must be premeasured with the pharmacist’s label and a plastic medical measuring spoon or dosing cup must be provided with the 
medicine.  

 Program staff will, whenever practical, provide the child with the medication at the time(s) indicated on the medication release form.  

 
For How Long/Duration: ______________________________________________________________________________________________________________  
 
Doctor’s Name: ____________________________________ Doctor’s Phone Number: ___________________________________________________________  

INHALERS AND EPIPENS ONLY 

Describe the symptoms, conditions, and circumstances that would necessitate the medication:  _______________________________________________________ 

___________________________________________________________________________________________________________________________________ 

 


