
CLEVELAND CITY SCHOOLS
PERMISSION FOR ADMINISTRATION OF

NON-PRESCRIPTION MEDICATION

Nameof Student

School___________________________________Grade_________________________

Teacher

Medication __________________________Dosage

PurposeofMedication____________________________________________________

Time ofday medication is to be given______________________________________

Possiblesideeffects

Anticipated number of days it needsto be given at school_______________________

It is understood that the medicationis administered solelyattherequestofandasan

accommodationto theundersignedparentor guardian.ln considerationoftheacceptance

oftherequestto performthisserviceby anypersonemployedby ClevelandCity School

System,theundersignedparentor guardianherebyagreesto releasetheClevelandCity

SchoolSystemandits personnelfrom any legalclaimswhichtheynow haveormay

thereafterhavearisingout oftheadministrationofor failure to administerthemedication

to thestudent.

I herebygive my permissionfor____________________________________________to

taketheabovemedicationasordered.I understandthat it is my responsibilityto furnish

thismedicationandagree(bymy signaturebelow)that my child is competentto self

-

administerhis/hermedication.

Date Signatureofparent/guardian


