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PARENTAL/GUARDIAN PERMISSION TO ADMINISTER PRESCRIPTION OR NON-PRESCRIPTION
MEDICATION AT SCHOOL FOR 10 DAYS OR LESS

	STUDENT NAME:
                                                               
	    DATE OF BIRTH

	       AGE                                                                                                                                                                           


	GRADE

	TEACHER


	 PRESCRIPTION MEDICATION
	 NON-PRESCRIPTION MEDICATION

	Name of medication:


	Name of medication:


	Time to be given:


	Time to be given:


	Amount to be given:


	Amount to be given:


	Reason medication being given:


	Reason medication to be given:


	SPECIAL INSTRUCTIONS/RESTRICTIONS:



	  TABLETS  PILLS       CAPSULES       LIQUID        INHALANT       NEBULIZER       OTHER

	Parent/Guardian Signature:


	Date:


	Home/Cell Telephone:

	Work Telephone
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