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Request for Medication to be Administered During School Attendance
Name of Student: ___________________________________________________________________________________________
Grade Level: _____________________________  Teacher: ________________________________________________________
Medication : _________________________________________________ Dosage: _____________________________________
Date Medication Started: ________________ Reason for Rx: _____________________________________________________
Time of Day Medication is to be Given: ______________________________________________________________________
Anticipated Number of Days to be Administered at School: ____________________________________________________
Possible Side Effects: ______________________________________________________________________________________
Date: ______________                                    		   ______________________________________________                                                                       		                                                                                                    Signature of Physician[bookmark: _Hlk109810886]         By checking this box, the physician agrees that the student is able to carry and self-administer this medication at school (may only include emergency meds such as Epi Pens, Insulin / Glucagon, Inhaler)


I hereby give my permission for ______________________________ to take the above prescription at school as ordered.  I understand that it is my responsibility to furnish this medication.  I further understand that any school employee who administers any drug to my student in accordance with written instructions from the physician or dentist shall not be liable for damages as a result of an adverse drug reaction suffered by the student because of administering such drug. I will notify the nurse of any medication or dosing changes immediately.
Date: ______________                                     		  ______________________________________________                                     By checking this box, the parent/guardian agrees that the student is able to carry and self-administer this medication at school (may only include emergency meds such as Epi Pens, Insulin / Glucagon, Inhaler)


                                                                                                                         Signature of Parent / Guardian
*NOTE: The medication is to be brought to school in the original container appropriately labeled by the pharmacy, or physician, stating the name of the medication, the dosage, and the number of days to be administered at school.


