Healthy Start Child Care Health Consulting, LLC
[bookmark: _gjdgxs]Medication Communication Sheet
[bookmark: _pg2bqancmlgi]Child’s Name:    _______________________________________
Medication 1 Name:    __________________________________
Medication 1 Expiration Date:  ____________________________
Medication 1 Dosage:   __________________________________
Medication 2 Name (if applicable):   ________________________ 
Medication 2 Expiration Date:  ____________________________
Medication 2 Dosage:  ___________________________________
Date Order/Care Plan Expires _____________________________
Is the medication a controlled substance?     Yes     No
Has the child’s doctor/nurse practitioner 
signed the order/care plan?				Yes      No
[bookmark: _GoBack]Has the child’s parent signed the form?		Yes	    No

