
AUTHORIZATION FOR MEDICATION
Chillicothe R-II School District

The following section is to be filled out by the Parent/Guardian

Child’s name ____________________________ Date of Birth ___/___/_____

School _________________________________ Grade ____

I request that my child receive assistance in taking medications prescribed below by
authorized persons. (Even if your child does not require assistance, such as with an
inhaler, an authorization for medication must be filled out to enable your child to keep
their medication with them during school hours.)

Date ___/___/_____ Parent/guardian _______________________________
Phone _________________

The following section is to be completed by the physician

Diagnosis for which medication is to be given: ___________________________________

Name of Medication ______________________________________________

Form (pill, liquid, etc) ___________ Dosage ___________________________

If Medication is to be given daily, at what time? _________________
If medication is to be given “when needed,” describe
____________________________________________________________________________
____________________________________________________________________________
________________________________________

List any significant side effects _____________________________________
Length of time treatment is needed __________________________________
Other information
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________

Date ______________ Physician’s Signature __________________________



CHILLICOTHE R-II SCHOOL DISTRICT
RELEASE OF INFORMATION FORM

AUTHORIZIATION TO DISCLOSE/RELEASE INFORMATION
I recognize the imjportance of a team approach to the care of my family. I understand that it is important
for agency representatives/service providers to share written records and information to assist in planning
my family’s care. The persons and agencies listed below have my permission to exchange written records
and information.

Please circle one: YES NO Physician
Name ____________________________________________________

Address __________________________________________________

YES NO Hospital
Name ___________________________________________________

Address __________________________________________________

YES NO Mental Health Care Provider
Name ____________________________________________________

Address __________________________________________________

YES NO Other
Name ____________ ________________________________________

Address __________________________________________________

1. Extended team members may include employees of these participating agencies.
2. 2. Written records and information will not be provided to any other individual or agency without my written

permission.
3. 3. I understand the Federal Privacy Act prevents the release of medical, mental health, or drug and alcohol

abuse records without my written permission that mentions this specifically.
4. I have read and understand this form. I understand that I may withdraw my permission in writing, at any

time.
5. I am entitled to a copy of this agreement. This consent expires one year from today’s date.

____________________________________________________________________________
Student Name and Date of Birth Date
____________________________________________________________________________
Parent or Guardian Signature Date
_____________________________________________________________________________
Parent or Guardian Name (Print Date
_____________________________________________________________________________
Witness Signature Date
____________________________________________________________________________W
itness Name (Print) Date

Chillicothe High School 2801 Hornet Rd, Chillicothe, MO 64601 660-646-0700
Chillicothe Middle School 1529 Calhoun St. Chillicothe, M0 64601 660-646-1916
Dewey Elementary School 905 Dickinson St, Chillicothe, MO 64601 660-646-4255
Field Elementary School 1100 Oak St, Chillicothe, MO 64601 660-646-2909
Chillicothe Elementary School 900 Coach K St, Chillicothe, MO 64601 660-240-3315




