
CLYMER CENTRAL SCHOOL 

Medication Request Form 

Clymer Central School requires that all students who need medication during the school 
day hours comply with the following:  

1. New York State Mandates require that all medication to be given in school 
whether prescription or over- the – counter be accompanied by a physician’s 
written order. This request needs to state the medication, dosage, time to be 
given and the condition being treated.  

2. The parent and/or guardian sign the consent form at the bottom of the sheet 
which allows district personnel to administer the medication. 

3. Medication is to be brought to the school personally by the parent and/or 
guardian. Medication is NOT allowed to be brought in by the student whether 
they walk or ride the bus. The medication is to be in the original prescription 
bottle, properly labeled by a registered pharmacist as prescribed by law. 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

TO BE COMPLETED BY THE HEALTH CARE PROVIDER 

Student Name: _____________________________   DOB: _______________ 

Diagnosis: __________________________ Medication: __________________ 

Route of Administration: ___________ Dosage: ________ Frequency: _________ 

Time to be given: _______________ Duration of treatment: _________________ 

Possible side effects or contraindications: _______________________________ 

 

Restrictions of activities (if any):______________________________________ 

Name of licensed provider and title (print): ______________________________ 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

TO BE COMPLETED BY PARENT/GUARDIAN 

I request that my child__________________________ receive the above 
medication as prescribed by the health care provider. The medication is to be furnished 
by me in the properly labeled original container from the pharmacy. I understand that 
the school nurse or other assigned person will administer the medication. 

 

Signature of parent/guardian: _____________________ Date: ______________ 


