
 

 

Wabash Community Schools 
Office of the School Nurse 
___________________________________________________________________ 

 
School Medication Authorization Form 

 
Non-certified individuals may not give medication in Illinois.  Since the 
nurse is not available in the school at all times, medication will only 
be given to a student if the following regulations have been 
met. 
1.  Students who are ill, particularly with a fever, should remain at home. 
2.  Giving medication by school personnel is discouraged; however, parents may                       
     Come to school to give the medication. 
3.  If students are able to be in school and require any medication, including over          
     the counter medication, have the physician complete the information below. 
4.  Medication, including over-the-counter medication such as aspirin or  
     Cough drops, must be in the manufacturer’s original container with 
      Student’s name. 
5.  Medication is to be brought to school by a parent or responsible adult.  
6.  Medications will not be carried by students during the day, except for certain  
     Asthma medications which must also have a physician and parent request form  
     Filed with the school. 
7.  School personnel will be responsible for the safe storage of medication at school. 
 
Parent Consent:  I request and give consent for school personnel to give 
medication to my child as directed by the physician.  Medication in this container is 
prescribed by a physician and dispensed by a pharmacist for my child.  In addition, 
I also give my permission for school personnel to release or exchange information 
with the prescribing physician about my child regarding this medication or the 
condition for which it is given. 
 
Date_______  Phone # ___________  Signature________________ 
___________________________________________________________________ 

For the Physician 
 

Student Name:_______________________  Condition:_______________________ 
 
Medication #1:____________________  Medication #2:______________________ 
 
Dosage, Time, Duration:_______________   ______________________ 
 
Hour(s) to Administer:________________   ______________________ 
 
Expected side effects if any:_____________________________________________ 
 
May school personnel give medication:  YES_____  NO_____, or is child authorized 
to self-medicate?  YES_____  NO_____ 
 
DATE: __________ Physician’s Signature:______________________ 
    Physician’s Printed Name:___________________  


