PERMISSION FOR GIVING MEDICATION AT SCHOOL
Student Name _________________________________ Grade__________

Medication _____________________________ Route: oral, eye/nose drops, inhaler

Dosage ___________________________________

Time Given _______________________________

State the medical condition requiring this medication ______________________

Start Date_____________________________ End Date_______________

Can this information be shared with staff who serve your child? 
Yes or No

Do you want this medication given when school starts late dismisses early?  Yes o No

Parent Signature _____________________________ Date ____________

For staff giving medication

Initials

Signature
____

_________________________________

____

__________________________________

____

__________________________________

____

__________________________________

____

___________________________________

