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Spotsylvania County Public School Board personnel may administer medication to students only pursuant to the written order of a 
licensed healthcare provider and with written permission from the student’s parent/guardian. Medicine must be administered (or taken 
by the student) in the school clinic. Student possession and self-administration of certain medications are permitted for conditions such 
as asthma, allergy and diabetes, which will require additional documentation from a licensed healthcare provider. Medication refers to 
prescription, over the counter and or supplements of any kind.  

 
No medication will be administered unless: 

1. There is a Medication Request Form for the medication signed by a Licensed HealthCare Provider, each school year and 
when there is a medication change.  

2. The medication is presented by the parent/guardian to the school nurse, principal or designee. 
3. The medication is in the original unopened container. Opened containers will not be accepted. 
4. All medications brought to the school must match the signed order. 
5. This form must be signed by the parent/guardian and nurse. 

Statement of Licensed HealthCare Provider 
To Be Completed by Licensed HealthCare Provider 
 

Name of Student: _________________________________________________________   Date of Birth: _______________________ 

Diagnosis: __________________________________________________________________________________________________ 

Medication/Treatment Required: _________________________________________________________________________________ 

Dosage: ________________ Frequency: __________________________________________________ Route: __________________ 

Side effects, precautions, special instructions or comments: ___________________________________________________________ 

___________________________________________________________________________________________________________ 

I have examined the above child and determine that the above medication is medically necessary during school hours. 

Licensed HealthCare Provider  

Name (Print) ________________________________________________________________________________________________ 

Address: ____________________________________________________________________________________________________ 

Telephone: (      ) ________________________________________  Fax:  (      ) _________________________________________ 

 

Licensed HealthCare Provider Signature: ______________________________________________________ Date: _______________ 

Statement of Parent/Guardian 

 
I request and hereby authorize, school personnel to administer the above medicine as prescribed. I consent to the exchange of 
information between the licensed healthcare provider with the school nurse regarding the medication and treatment. I agree to hold 
harmless the School Board, its officers, agents, and personnel in the event any portion of the medicine is not dispensed as requested. I 
agree to comply with the Spotsylvania County Public Schools policies and procedures. 

 
Parent/Guardian Name__________________________________________________    ______________________________________________  
           Print           Signature 

 
Date _________________   Phone# ___________________________________ 

 
 
Received/Reviewed by School Nurse ___________________________________   _________________________________________ 
                           Print                                                                                              Signature 

    

Date ________________________ 

MEDICATION 
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