
Medication Administration Release Form 
 
I request that you give medication to my child during the school day in accordance with the policy printed 
below. You are authorized to delegate this authority to another person if desired. I will not hold the school 
staff responsible for any undesired reaction which may occur from the medication. I agree to pay for 
ambulance service if used to transport my child from the school to the doctor or hospital should he/she 
have a reaction to the medication.  
 
Student Name: _____________________________________ Grade: _______ Teacher: __________________ 
 
 
-Medication: ____________________________________________ Dosage: ___________________________ 
 
Time to be Given: _____________________________ for treatment of: _______________________________ 
 
Start Date: _______/_______/_______ Nurse Notes: ______________________________________________ 
 
-Medication: ____________________________________________ Dosage: ___________________________ 
 
Time to be Given: _____________________________ for treatment of: _______________________________ 
 
Start Date: _______/_______/_______ Nurse Notes: ______________________________________________ 
 
-Medication: ____________________________________________ Dosage: ___________________________ 
 
Time to be Given: _____________________________ for treatment of: _______________________________ 
 
Start Date: _______/_______/_______ Nurse Notes: ______________________________________________ 
 
IN CASE OF EMERGENCY, CALL:  

1st Contact Name: ____________________________ 
Phone Number: ______________________________ 
Relationship to Student: _______________________ 

2nd Contact Name: ____________________________ 
Phone Number: ______________________________ 
Relationship to Student: _______________________ 

 
MARION SCHOOL DISTRICT MEDICATION POLICY GUIDELINES:  

1. The medication must be in the original container with the child’s name on the prescription. 
2. No medication to be given three (3) times daily or less will be administered at school unless the prescription 

bottle specifies times during school hours.  
3. No over-the-counter drugs will be given at school without a completed consent form with specifics.  
4. The consent form must be signed before any medication will be given at school. Handwritten notes are not 

acceptable.  
5. Any changes in medication administration such as dosages or times require a new consent from to be filled 

out and signed before the medication will be given at school. The prescription bottle must match the 
administration directions.  

 

 
 
 
Parent/Guardian Signature: ______________________________________ Date: _______/_______/_______ 

 

 


