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Permission Form for Prescribed Medication
SCHOOL _________________________________________________
Date form received by the School: _____________________________
STUDENT ________________________________________________	Date of birth or age ________________
Grade _________________________	Teacher _______________________________________________
To be completed by the physician or authorized prescriber
Reason for medication __________________________________________________________________________
Name of medication ____________________________________________________________________________
Form of medication/treatment  Tablet/capsule  Liquid  Inhaler  Injection  Nebulizer  Other __________
Instructions (Schedule and dose to be given at school): _________________________________________________
_____________________________________________________________________________________________
START _________________	Date form received 	Other date ______________________________
STOP ___________________	End of school year	Other date/duration ______________________
	__________________	For episodic/emergency events only
Restrictions and/or important effects _______ None anticipated
 Yes. Please describe: _________________________________________________________________________
_____________________________________________________________________________________________
Special storage requirements  None	 Refrigerate	 Other ________________________________________
This student is both capable and responsible for self-administering this medication:
	 NO	 YES/Supervised	 YES/Unsupervised
For emergency reasons this student must carry this medication  YES	 NO
Please indicate if you have provided additional information:
	 On the back side of this form	 As an attachment
Date _____________________	Signature ______________________________________________________
TO THE PHYSICIAN: This medication will be administered by non-licensed personnel.
Physician’s Name ______________________________________________________________________________
Address ______________________________________________________________________________________
Phone Number _________________________________________________________________________________
TO THE SCHOOL: Please report concerns about medications or disease to the above physician.
TO BE COMPLETED BY PARENT/GUARDIAN:
Parent/Guardian Phone Numbers: HOME ________________________	WORK ________________________
	EMERGENCY _________________
I give permission for (name of child) ____________________________________________________ to receive the above medication at school according to Board policy.
Parent/Guardian Signature ____________________________________________________________________
Signing this form shall release and expressly hold harmless, the District and staff members from any liability concerning any injuries or reactions resulting from the administration of medication to the student unless such is the result of negligence or misconduct on behalf of the school or its employees.
For student health services/procedures not involving medication only, please refer to 09.22 AP.22.
Review/Revised:6/7/11
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