STATE OF CONNECTICUT

DEPARTMENT OF DEVELOPMENTAL SERVICES
OFFICE OF LEGAL AND GOVERNMENTAL AFFAIRS

GUARDIAN’S AUTHORIZATION
I, _________________________________________, am the Plenary Guardian or   
                                   Guardian’s name
Limited Medical Guardian, for ________________________________________, an 

        Individual’s name
individual who is in the care of the Department of Developmental Services. 
_______________________________ has been prescribed one or more medications by 
                 Individual’s name
his/her physician, which are being used for the purpose of treating the Coronavirus, also 

known as COVID-19, or the symptoms of this illness. As the guardian, I understand that 
currently, there are no standard medications for the treatment of this virus and the 

prescribed medications are being used for a non-standard, off-label, purpose. 
During this Health Emergency, I hereby authorize the Department of Developmental
Services to administer these medications as prescribed by ________________________









prescribing physician











 
to _______________________________ for the course of the treatment.

               Individual’s name

_________________



__________________________________
 Date





             Guardian or Limited Guardian, Medical 

