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Medication Authorization Form 
Release and Indemnification Agreement 

for all Prescriptions and Over-the-Counter Medication 
Part 1 

(to be completed by Parent/Guardian) 
Child’s Name: Date of Birth: 

Known Allergies: Current Classroom: 

I hereby authorize Tysons Corner Children’s Center (“the Center”) to administer to or assist my child in administering the medication 
identified below, as directed in Part II. I hereby release, indemnify, and hold harmless the Center, including all staff and the Board of 
Directors, from any and all claims, demands, expenses, and actions arising in connection with the administration of medication to my child. 

Parent/Guardian Name (Print): Phone Number: 

Parent/Guardian Signature: Date: 

Part 2 
(to be completed by Physician- ALL FIELDS MUST BE COMPLETED) 

Diagnosis/Reason for Medication: 
Name of Medication: 
Strength of Medication: 
*TCCC will only accept medication provided in the original container/box with the original label.
Any Known Side Effects: 
Dosage to be Administered: 
Dates Medication is to be Taken: From:  To:  

   (start date)    (end date) 
*If medication is ‘as needed’, the date range cannot exceed 1 year.

When to Administer Medication: (check which applies for this medication at this time) 

As Needed for: (list specific symptoms here) Administer at Specific Time/Schedule: 

Physician’s Name (Print): 

Physician’s Phone Number: 

Physician’s Signature: Date: 

If your child has any food allergies, is prone to anaphylaxis reactions, or requires an Epi-Pen or other epinephrine shot, you will 
also need to have your child’s physician fill out the Allergy and Anaphylaxis Emergency Care Plan form. This can be found on our 
website or by request from the Center office. 

This form will need to be signed by a physician and be re-submitted annually from the date signed. In the event that any 
information on this form changes or regarding your child’s allergy, medication (brand, strength, dosage, etc.), or side effects, 
this form will need to be re-submitted as soon as possible- even this occurs if before the initial annual expiration date. 
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