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MEDICATION ADMINISTRATION PERMISSION FORM

Mame of Child _ Teacher Grade

[ hereby request and give permission to the school nurse or other persen authorized, (o
administer the following medication to my child:

“Name of Medication Dosage
at starting on and stopping on

Time Date Date
Does this medication need to be refrigerated? Yes ____No

@eﬂﬁ@@ﬂm@ . mamst e bromght to aschool imn thhe
"R R Em Ll @@m‘@ﬁmgfﬁ am dispensed by ‘@Eﬁ@
pharrmaacist or physiciam.

o If any revisions in the above reguest occur, a written revised statement must be
submitted to the school before the change will occur.

o The school nurse is given my permission to confirm with the child’s physician the
rnedication or dosage at her discretion. :

o [Itis the student’s responsibility to come to the nurse’s office for the medication
unless he/she is physically unable to do so.

Parent/Guardian Signature : Date

Physician’s Name Phone Number




