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Medication Administration and Parent Authorization Form

Student information:

NAME:

BIRTHDATE: GRADE:
MEDICATION: DOSE:
ADMINISTRATION DATES: TIME:

INDICATION TO ADMINISTER

(example: pain, headache, ADHD, infection, etc.)

PARENT CONSENT:

1. I request the above medication be given during school hours.

2. | will notify the school of any change in medication.

3. Irelease the school from any liability in relation to this request when the medication is given as
ordered.
Medication will be supplied in its original and properly labeled container.

5. Igive the school permission to communicate information to staff about the medication and/or
side effects.

Parent Signature:

Date: Phone number:

Physician Order:

* Only required for prescription medications. May have order faxed to 507-895-6880.

Physician Signature:

Date: Phone number:

“Learning to Grow, Love and Live Within a Christian Community”



