HEALTHY
Medication Administration Curriculum FUTURES

Improving Health Outcomes or Young Children

Group Activity: Receiving Medication, Scenario 2

Maria is 3-years-old and has eczema. She needs hydrocortisone cream applied to her arms
at noon time. This is an OTC medication with a brand name of Aveeno®. Aveeno also makes
other non-medicated skin moisturizers as well, but the medication that is being requested is
an OTC hydrocortisone cream. Maria has had this medication before.




HEALTHY
FUTURES

Medication Administration Curriculum

Improving Health Outcomes or Young Children

io2

, Scenar

ion

icat

Med

iving

Recei

Group Activity

X002/0T dx3

sAep maj} e Ul }oeq awod pue
dn Jes|d swoldwAs, aslom s1eb uonipuod ayl, SAep /2 uey) alow Joj 1se| SWoldwAs,|
J1 10100p ® sk pue asn dois

G¢G2-86¢-2/8-T ¢suonsanO

10npoid auosnIo204pAy Jayio Aue Jo asn ay uibag jou op 19npold siyl Buisn usymn

ysel Jadelp Jo Juswiyeal) ay) 1o}, S8ka ayl ul, 8snh 10U 0Qg

"Teay aAISS99Xa pue Buizaaly Wolj 199]01d ‘ainresadwial Wool Je 3101S
uolnewJiojul 1BYIO

AJuo asn [euJaixa Jo4
sBulurepn

Jarem ‘arejade |A1aydooo) ‘joyoore

JAreals ‘areseals uelgqlos ‘pioe J1qI0s ‘a1esid wnipos ‘uageled|Adosd
‘109416 aus|Adoid ‘09 areqlosAjod ‘areseals Of-93d ‘uageled|Ayiaw
‘arersuAw |Adoidosi ‘areleals |A199A416 ‘pioe oo ‘loyoore |K180
‘Xemsaaq ‘Inojy [aulay (1e0) eAljes BUaAY ‘92In[ yea) sisuapeqieq a0y
sjuaipalbul annoeu|

10100p

B JO uoisinIedns pue adiApe 8yl Japun Ajuo aq pjnoys 1onpoud Siy Jo sasn Jayioy
sjuabla1epy SINBWS0, Aljamal, oewns uosiod, Xeo

uoslod, AAl uosiod, sdeos, snewlap 218Ylloqas, S8lig 109Suly, SISelosd, BWazia,
W04 Saysel pue ‘uopewwepul

‘SuUOIIelLLI UIYS Joulw Yum palerdsosse Buiyon ays Jo jaljas Aresodwal sapinoid,

sasn
10100p ®B yse ‘asn Jou op :abe Jo sieak Z Japun uaip|iydy
Airep sawn y-g uey)
210W J0U BaJR paloaye 01 A|dde 11ep|o pue sieak g ualp|iyd pue synpe,
suonoalg
*Reme 1ybBL J181USD [011UOD UOSIOd YOI-QUY ™ wrerr s r e e e 06T SUOSILI020IPAH

® 10B1U02 Jo d|ay [edlpaw 186 ‘pamojems 4| "ualp|iyd Jo yoeal Jo 1no daa)y
(panunuod) sbulurepy

asodind juaIpalIbul aANOY

(panunuod) s1oe4 bnig

s1oe4 Bnig

NV3HD HOLIFILNY

ANOSILIOD0HdAH %T

EEINY,

Allamary sanawso)y sdeos, siuabialag
sallg 109SU|y JBWNS, YO AA] UOSIOd
snnewJsaq 219Y1logaSy SISelosdy ewazog
101 aNp saysey pue uolrewwe|iu|
wouy Buiyoy Jo yaljay 8AndeYg

Adapted from © 2006 UNC-CH/MCH and NC DHHS/DCD




Group Activity: Receiving Medication, Scenario 2
Medication Administration Packet

Authorization to Give Medicine
PAGE 1—TO BE COMPLETED BY PARENT

CHILD’S INFORMATION

~
~

Name of Facility/School Today’s Date
/ /
Name of Child (First and Last) Date of Birth

Name of Medicine

Reason medicine is needed during school hours

Dose Route

Time to give medicine

Additional instructions

Date to start medicine / / Stop date / /

Known side effects of medicine

Plan of management of side effects

Child allergies

PRESCRIBER’S INFORMATION

Prescribing Health Professional’s Name

Phone Number

PERMISSION TO GIVE MEDICINE

I hereby give permission for the facility/school to administer medicine as prescribed above. | also give permission for the

caregiver/teacher to contact the prescribing health professional about the administration of this medicine. | have
administered at least one dose of medicine to my child without adverse effects.

Parent or Guardian Name (Print)

Parent or Guardian Signature

Address

Home Phone Number Work Phone Number Cell Phone Number

Adapted with permission from the NC Division of Child Development to the Department of Maternal and Child Health at the University of
North Carolina at Chapel Hill, Connecticut Department of Public Health, and Healthy Child Care Pennsylvania.
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Receiving Medication
PAGE 2—TO BE COMPLETED BY CAREGIVER/TEACHER

Name of child

Name of medicine

Date medicine was received / /

Safety Check
O 1. Child-resistant container.
O 2. Original prescription or manufacturer’s label with the name and strength of the medicine.
O 3. Name of child on container is correct (first and last names).
O 4. Current date on prescription/expiration label covers period when medicine is to be given.
O 5. Name and phone number of licensed health care professional who ordered medicine is on container or

on file.

O 6. Copy of Child Health Record is on file.
O 7. Instructions are clear for dose, route, and time to give medicine.
O 8. Instructions are clear for storage (eg, temperature) and medicine has been safely stored.
O 9. Child has had a previous trial dose.

YO NO 10

Is this a controlled substance? If yes, special storage and log may be needed.

Caregiver/Teacher Name (Print)

Caregiver/Teacher Signature
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PAGE 1—TO BE COMPLETED BY PARENT

CHILD’S INFORMATION

~
~

Name of Facility/School Today’s Date
/ /
Name of Child (First and Last) Date of Birth

Name of Medicine
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Additional instructions
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Child allergies

PRESCRIBER’S INFORMATION
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Phone Number

PERMISSION TO GIVE MEDICINE

I hereby give permission for the facility/school to administer medicine as prescribed above. | also give permission for the
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administered at least one dose of medicine to my child without adverse effects.
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Adapted with permission from the NC Division of Child Development to the Department of Maternal and Child Health at the University of
North Carolina at Chapel Hill, Connecticut Department of Public Health, and Healthy Child Care Pennsylvania.





