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TIPTON COMMUNITY SCHOOL DISTRICT 
Medication Administration Permission Form 

 
 

Administration of Medication to Students 
 
1.  Only medication prescribed by a legal provider will be administered at school.   
2.  A prescriber’s signature is required for prescription medication. 
3.  A parent or legal guardian must provide written authorization. 
4.  Medication will be supplied in the original container with proper labeling.  Medication will not be given if it is expired or is    
     improperly labeled. 
5.  The first dose of a medication should be given at home to ensure a student can be closely monitored for adverse  
     reactions and side effects. 
6.  To maintain the safety of all students a responsible adult should transport medication to the school.   
7.  Medication will not be continued beyond the school year in which it is ordered. 
 
 
This form must be completed and returned to the health office before medication will be administered at school. 

 
Student name DOB:    
Medication     
Reason for medication     
Amount of dose     
Time to give medication (may be altered based on student’s schedule)     
Give medication on     (  ) Late start days-approximate time to be given_____________ 
                                    (  ) Early dismissal-approximate time to be given_____________  

Physician/Prescriber name_____________________________PhoneNumber________________________ 
 
Special instructions           
 

                                  
     * Physician/ Prescriber signature                                                   Date  
 
 
I request that this medication be administered by a qualified staff person according to the written directions given. I agree 
that medication information may be shared with school personnel who need to know. I agree that the student has 
experienced no previous side effects from the medication.   
Parent/Guardian name   
*Signature   
Date                                                          Home Phone   

    Work Phone   
 
Permission for disposal of unused medication at the end of the year.  
Please check one. 
 
_______ I will pick up any unused medication at the end of the school year. 
_______ Please send any unused medication home with my child.  The school district will not be responsible for the 
medication once it is in the possession of my child. 
_______ Please discard any unused medication. 
 
*Parent/Guardian signature ________________________________________ Date     
 


