Authorization for Medications to be Taken During School Hours


The following sections is to be completed by the parent/guardian: 

Child’s name:____________________________Grade:______________

Physician’s name:_________________Home telephone:______________


I request that my child be assisted in taking the medicine(s) described below at school by authorized personnel, or be permitted to medicate him/herself as also authorized by me and my physician (see below).

Parent’s signature_________________________Date:________________
_____________________________________________________________
The following section is to be completed by the physician: 

Name of medication_____________________________________________

Diagnosis/purpose of medication___________________________________

Proper timing and dosage_________________________________________

Possible side effects____________________________________________

When medication will be discontinued_____________________________

Activity restrictions (if necessary) _________________________________

Is the child authorized to self-medicate?_____________________________

Other information_______________________________________________


Physician’s signature___________________________	Date___________
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