
 

 

Catholic Charities  

Program Request Form 

For Authorization to Administer /Store Medication 

 

 

Name of Program: _____________________________________________________ 

 

Section 1:   

Brief Description of need to administer/store medication: 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Section 2: 

Describe plan on implementation of procedures as indicated within the Medication 

Management policy. Please include dateline of proposed implementation and 

individuals/employees responsible for each procedure for implementation. 

____________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

 

Prepared by: _____________________________________ Date ___________ 

 

Request: Approved ________   Not Approved _____________ 

 

 

 

Date of Approval: 

 

Signature of CC Executive Director: ____________________________  

 

 

2024 


