[bookmark: _GoBack]SAMPLE 
AUTHORIZATION FOR CARE OF CHILDREN BY NON-INTRAVENOUS INJECTION
(Page 1 to be completed by Parent/Guardian BEFORE submitting to child’s treating Health Care Provider)

Date: _________________
Dear Health Care Provider, 
Your patient (my child), who is named below, is enrolled/enrolling in the following child care (child care’s name): __________________________________________________________________________________.  I am asking non-medical staff at the child care to provide medication by non-intravenous injection to your patient, during child care hours.  Please complete this Authorization For Care of Children by Non-Intravenous Injection (“Authorization”) and a Medical Management Plan (“MMP”) for this child.  These documents will remain with the child’s Medication Administration Record (“MAR”) at the child care facility, to assist the child care staff with the medical care needs of the child.  If you need to provide further instructions or clarifications, please do so on a separate sheet of paper.  It will become a part of this record and will be kept with this form in the child's child care file.  Your cooperation in supplying this requested information is greatly appreciated.  The child care will be unable to provide medication for this child by non-intravenous injection without your approval and completion of these documents.

Certification of Parent/Guardian:

I, _____________________________________________, the Parent/Guardian of (child’s name, date of birth, gender)___________________________________________DOB:_____/_____/_____Gender: M_______F ________, attest that the above information is true and accurate.  I give permission for trained non-medical staff at (child care’s name) __________________________________________________________________________________ to perform and carry out care tasks as outlined in the MMP and authorized by the child’s treating health care provider in this Authorization.  I also consent to the release of the information contained in the MMP to all staff members and other adults who have custodial care of my child and may need to know this information to maintain my child's health and safety.  I understand that I must deliver a written revocation or amendment to the above child care facility to revoke the MMP.  I understand that the above child care facility reserves the right to request additional documentation after review of the MMP and Authorization, based on its reasonable discretion, and/or the requirements of State law, regulations and policies.  I also give permission for the child care staff, who are carrying out the tasks in the MMP, to contact my child’s treating health care provider.  I agree to update this form every twelve (12) months, or sooner if my child's needs change.  This includes providing the above child care facility any written updates or orders from my child's treating health care provider that are necessary to maintain my child's health and safety while at the  child care facility.

______________________________________        ____________________________________            _______________
Parent/Guardian Name (Print)		     	      Signature       	 			            Date

Relationship to Child: _______________________________________________ Phone: (____)______________________

Address: ___________________________________________________________________________________________


(Pages 2 and 3 to be completed and approved by child’s treating Health Care Provider.  Additional pages may be attached.)
Medical Information:
1) What is the date of your most recent exam/inpatient admission of the child? _____________________.
2) Do you have any specific concerns regarding the management of this child's health needs at the child care, or in general, that are not fully described in the MMP?  Yes__________No____________.  If yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3) Is the child emotionally and physically mature and responsible enough to independently manage his/her health needs safely, including knowing the correct time and frequency of the medication prescribed in the MMP? Yes__________No____________.
4) If you answered No to question 3 above, please indicate whether the non-medical staff members who will be providing treatment to the child by non-intravenous injection may be trained on the use of syringe/pen/insulin pump by the child’s parent/guardian or medical staff: ___________________________________________________________________________________________  
5) If training by medical staff is required, please indicate how such training can be obtained:
___________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6) In addition to the information in the MMP, is there any other training that should be obtained by the non-medical staff members who will be providing treatment to the child by non-intravenous injections, and as otherwise stated in the MMP? ____Yes ____No.  If yes, please specify the required training and how it can be obtained (please indicate if such training should be by medical staff or the child’s parent/guardian): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7) Please indicate any other specific instructions relevant to the child's health needs (For children with additional medical concerns, please complete a supplemental form if additional space is needed). 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8) Please indicate the treatment supplies that need to be kept at the child care facility and provided by the child’s parent/guardian (please provide specific instructions regarding the storage and treatment of all supplies):
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Certification of Treating Health Care Provider:

I certify that the above information is correct to the best of my knowledge.  I agree to answer questions and provide management guidance to (child care’s name) __________________________________________, as requested by the child care, at the sole cost and expense of the parent/legal guardian of the child. 

I certify that it is medically necessary for the child to receive medication by non-intravenous injection during child care hours, and that trained non-medical child care staff may appropriately administer such treatment to the child, in accordance with the instructions in this Authorization and the child’s attached MMP.

I certify that the MMP provides an easy to understand, complete regime of care for this child's safety at the above child care.  I recognize that the child will be active at this facility and represent that the instructions in this Authorization and the MMP account for applicable varying activity levels. 


______________________________________        ____________________________________            _______________
Treating Health Care Provider Name (Print)	     Signature       	 			            Date

Title: _______________________________________________ Phone: (____)___________________________________

Address: ___________________________________________________________________________________________
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