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Parent & Prescriber’s Authorization for Administration of Medication in School 
 
ALL FORMS (1 & 2) TO BE SIGNED  & RETURNED 
TAKING MEDICATION IN SCHOOL  
If your child has a condition which requires him/her to take medication during the school day (including aspirin, ointments, eye or nose drops, as well as prescription medications, we will gladly coordinate with you and your doctor.  Please provide the following as included in this document:  
1. A Doctor’s Prescription including:  
a. The name of the medication  
b. Dosage  
c. Time of administration  
d. Days to be given  
2. Administration of Medication in School document completed and signed by  
Parent/Guardian and Physician  
3. Medication in the Original Container  
 
Please transport all medication yourself.  The medication will be locked in the Health Office at all times and dispensed by the School Nurse according to the Doctor’s written orders.  
Your help in teaching students the proper use of prescribed medication and the sensible use of common household drugs is greatly appreciated.  
  
 
 
Section 1 of 2: To be completed by Parent / Guardian 
Signature of One Parent or Guardian is Required: 
____________________________________________________________________ 
Learner’s First & Last Name  ◸ 
________/____________/_____________              ___________________________________ Learner’s Date of Birth (MM/DD/YYYY)  ◸ 	 	Learner’s Grade  ◸ 
 
I request that my child (first & last name) _______________________________________receive the medication as prescribed below by our licensed healthcare provider. The medication is to be furnished by me in the properly labeled original container from the pharmacy. I understand that the school nurse will administer the medication or an adult will supervise my child taking his/her medication:  
____________________________________________________________________ Parent / Guardian First & Last Name (Please Print) ◸ 
____________________________________________________________________ 
Signature of Parent / Guardian ◸ 
_________________________  _______________________________________ 
	Date ◸ 	 	 	 	Address ◸ 
______________________   _____________________    ________________________ Home Phone # ◸  Cell Phone # ◸  Work Phone # ◸ 
 
Accepted by The School House:  Date _____________________  By ______________________ 
 
 
 
CONTINUE TO PRESCRIBER’S REQUIRED FORMS (PAGE 3 & 4)
 	 
Section 2 of 2: To be completed by Licensed Health Care Provider 
I request that my patient, as listed below, receive the following medication in school 
____________________________________________________________________ 
Learner’s First & Last Name  ◸ 
________/____________/_____________              ___________________________________ Learner’s Date of Birth (MM/DD/YYYY)  ◸ 	 	Learner’s Grade  ◸ 
 
DIAGNOSIS:  ______________________________________________________________________ 
_________________________________________________________________________________ _________________________________________________________________________________ 
 
MEDICATION:  _____________________________________________________________________ 
 
DOSAGE / FREQUENCY / ROUTE OF ADMINISTRATION:____________________________________ 
_________________________________________________________________________________ _________________________________________________________________________________ 
 
TIME TO BE TAKEN DURING SCHOOL HOURS:  __________________________________________ 
DURATION OF TREATMENT:  _________________________________________________________ 
POSSIBLE SIDE EFFECTS / ADVERSE REACTIONS:  _______________________________________ 
_________________________________________________________________________________ _________________________________________________________________________________ 
 
OTHER RECOMMENDATIONS:  _______________________________________________________ 
_________________________________________________________________________________ _________________________________________________________________________________ 
 
CONTINUED ON FOLLOWING PAGE (required signatures) > 
 
 
Section 2 of 2 CONTINUED... To be completed by Licensed Health Care Provider 
____________________________________________________________________ Prescriber's Name & Title (Please Print) ◸ 
____________________________________________________________________ 
Signature of Prescriber ◸ 
_________________________  _______________________________________ 
	Date ◸ 	 	 	 	Address ◸ 
______________________    
	Office Phone # ◸ 	 	 
 
 
 
Accepted by The School House:  Date _____________________  By ______________________ 
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