
 

 REQUEST TO GIVE MEDICATION 

PLEASE NOTE: ALL MEDICATION MUST BE IN ORIGINAL  
CONTAINERS WITH CHILD’S NAME, PHYSICIAN’S NAME AND  

DIRECTIONS FOR USE AND DATE CLEARLY VISIBLE. 
 

I request that my child, ________________________________________________________ 
 
be given ___________________________________________________________medication 
 
on the following date(s): ______________________________________________________, 
 
at the following time(s) of day: _________________________________________________. 
 
The dosage to be given is ______________________________________________________. 
 
Physician’s name: ________________________________ Phone: _____________________ 
 

PLEASE DO NOT PUT MEDICATION IN CHILD’S LUNCH BOX OR BACKPACK! 
 
______________________________________________________  ____________________ 
          Signature of Parent/ Guardian                       Date 
 
****************************************************************************** 
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MEDICATION GIVEN: 
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