
Medication Authorization & Release

Student_______________________________________ DOB___________ Grade________

Name of medication__________________________  Dosage_________________________

Time(s) to be taken_____________________ Ordering Physician______________________

Reason for medication_________________________________________________________

Parent/Guardian___________________________ Phone number______________________

Additional Emergency Contact_______________________ Phone number_______________

I certify that at least one dose of medication has previously been given and NO adverse reactions

were experienced. Therefore, I give permission for the school nurse (or designee) to administer the

above medication to my child and understand medication not picked up by the parent or guardian

by the last day of school will be destroyed.

I acknowledge that eStem Public Charter Schools, its Board of Directors, and its employees shall be

immune from civil liability for damages resulting from the administration of medication in accordance

with this consent form.

Parent/Guardian Signature__________________________________ Date___________________

Note: Medication to be given at school MUST BE in the original pharmacy container with the current pharmacy label. The
medication must be signed in by an adult and will only be administered according to the physician instructions on the label.

Initials Medication Administration Designee’s Signature

Date Pill Count Parent Signature Nurse/Designee
Signature

Comments



Medication Administration Record
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