Parent/Guardian
Medication Permission Form

Parent or Guardian: If your child requires medication during the school day, the following guidelines must be observed:

1. This signed and completed permission form must be on file (for each medication) in the school office. An explanation of
the necessity for the prescribed medication to be administered during the school day must be completed (see * below).

2. No over-the-counter (non-prescription) medication will be administered to students without a written statement
from their physician or dentist indicating the necessity.

3. The school office must be promptly notified of any changes in the medication regimen.
4. All medications must be stored and administered according to school policy.
5. The student is responsible for coming to the office at the appropriate time for the medication.

6. All medication must be in a properly labeled container either from a pharmacy (prescription), or from the manufacturer of
the medication. Ask your pharmacist for a duplicate prescription container for use at school.

Consent: As legal guardian, I hereby authorize
to take the medication that I will provide, and that is listed in the medication profile, and further authorize the school to store the
medication according to school policies, and assist with administration of the medication as directed. I further agree to inform
the school of any changes in the medication, including changes in when the medication is taken, changes in the dose, new or
different medication, a reaction to the medication, or discontinuation of medication. I further understand that this consent ap-
plied to all medication, whether prescribed by a physician, or purchased over the counter without a prescription. I understand
that this consent applies for this school year only, and next year I am required to sign another consent form.

Parent/Guardian Signature:

(child)

Date:

Medication Name:

Please explain the necessity of administering the
medication during the school day.

List the diseases or conditions being treated:

List your child’s allergies:

How long will your child need this medication?

How does your child prefer to take medication (i.e., with water, in a cup, sitting down, by themselves,

with help)?

Physician name:

Phone:

Time of Day
to be Taken
or As
Needed for

)?

Dose of Medica-
tion (One Tablet,
2 Puffs, 1 Tea-
spoonful, 3
Drops, Etc.)?

To be
given....by
mouth, in-

haled, drops
in ear, etc.

Does Student
Administer this
Medication
Themselves
(yes/mo)?

Medication
Requires
Refrigeration?

Please list any side effects/complications of
this medication.

Please list any further instructions or pertinent information regarding your child and their medication:

Student Name:
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