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AUTHORIZATION TO ADMINISTER
NON-PRESCRIPTION MEDICATION

or
SHORT-TERM PRESCRIPTION  MEDICATION

Date of Birth:Name of Student:

Grade/Teacher:School:

Name(s) of Parent(s)/Guardian(s):

(Work)Phone: (Home)

I give permission for my son/daughter to receive the following medication:-

Name of Medication:
(Generic and Trade Names)

Dosage (amount to be given):
(Physician signature required if dosage exceeds manufacturer's recommendation)

TabletForm (circle one): InhaledCapsule Liquid

OintmentEye/Ear/Nose Drops

Time (a.m./p.m.):

Reason:

Date to start: Date to end:

I will be responsible for:

1)

2) maintaining a sufficient supply of medication
3) keeping school personnel informed of changes in the medication (dosage, time)
4) completing a new form for any changes in the medication
5) picking up any unused medication

I hereby release the Board of Education and its agents and employees from any and all liability that
may result from my child taking, this medication.

(Parent/Guardian Signature) (Date)

      delivery of the medication in the original container/packaging or the pharmacy-
      labeled container to the school office
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