
  RESCUE/EMERGENCY MEDICATION RELEASE 

Child’s Name:  _______________________________________ 

Name of Medication:  __________________________________  

RX #   __________________________________ 

Does medication need to be refrigerated?   Yes     No 

Where will the medication be stored? _____________________ 

____________________________________________________ 

Diagnosis __________________________________ 

Symptoms __________________________________ 

__________________________________ 

__________________________________ 

__________________________________ 

Written Instructions from Physician Attached?   Yes       No 

Action Plan If Symptoms Are Present: 

1. Follow Written Instructions from Physician and Administer Medication (s)

2. Dial 911

3. Continue Care Until Emergency Services Arrive

4. Phone parents:

Contact #1 Name and # ______________________________

Contact #2 Name and #  ______________________________

Revised 12/09/20 

There are some rescue 

medications that may 

have to be stored at the 

child care child care 

center, i.e., EPI pens, 

inhalers, diabetic or 

seizure medications.  

These are lifesaving 

medications that will need 

to be administered at a 

moment’s notice.   

A blanket permission form 

or written instruction from 

a physician may be kept 

on file with the 

medications that includes: 

symptoms to watch for, 

administration directions, 

continued action plans 

that might include dialing 

911 and notification of 

parents.     

922 KAR 2:120 Section 7 

(5) The child care center 

shall keep a written record 

of the administration of 

medication, including:   

(a) Time of each dosage 

(b) Date; 

(c) Amount; 

(d) Name of staff person 

giving the medication 

(e)Name of the child; and  

(f) Name of the medication

A child-care center shall 
have at least one (1) 
person onsite who has 
received training on the 
administration of an 
epinephrine auto-injector 
if the child-care center 
maintains an epineph-rine 
auto-injector
 

REGULATORY 
COMPLIANCE 

RECORD OF MEDICATION ADMINISTRATION 

Date of Administration of Medication _____________________________ 

Time of Medication Administration     _____________________________ 

Dosage/Amount of Medication Given _____________________________ 

First and Last Name of Staff Administering the Medication: 

________________________________________________________ 

Names of Any Additional Staff Present? __________________________ 


