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PERMISSION FORM FOR PRESCRIBED MEDICATION

Name of student ____________________________ Birth date ___________________________________

Grade ___________________________________   Teacher/Classroom  ___________________________

Date form received by the school  __________________________________________________________

To Be Completed by Parent Before Medication Can be Given at School

I give permission for (name of child) ____________________________________ to receive the below medication at school according to standard school policy.  (Parents are required to bring the properly labeled medication in its original container).  I understand that it is the parent’s responsibility to bring refills of any medication to the School Nurse’s office.  Any medication changes during the school year must have the appropriately labeled prescription bottle and written notification from the physician.  In the event of any medication questions or unexpected side effects, I grant permission for the School Nurse to contact the prescribing physician for clarification of continued medication administration.

_________________________    __________________________________    ___________________
Date                                                  Parent’s/Guardian’s Signature                           Telephone

**********************************************************************************************
To Be Completed by Physician
Reason for medication ___________________________________________________________________
Name of medication _____________________________________________________________________
Form of medication/treatment:______ Tablet/Capsule    ______ Liquid        ______ Inhaler        ______ Nebulizer    
______ Injection        ______ Other ( please specify) ________________________________        
Schedule(s) and dose(s) to be given at school (please only list the school day times) _________________
______________________________________________________________________________________
Start ______________ date form received        Other start date ______________________________
Stop ______________ end of school        Other date/duration _________________________________
 For episodic/emergency events only (please specify) _____________________________________
Restrictions while taking this medication _____________________________________________________
Side effects to observe for to notify family and/or physician ______________________________________
______________________________________________________________________________________
Student may carry this medication and self-administer:    YES    NO
__________________________________        ___________________________________________
Printed Name of Physician                                              Signature of Physician

________________                ___________________________________________
Date                                                     Physician phone number (include area code)


 Mount Calm ISD does not discriminate on the basis of sex, disability, race, color, age or national origin in its educational programs, activities, or employment as required by Title IX,  P. O. Box 105, Mount Calm, TX 76673, 254-993-2611 and Texas Section 504 and Title VI.  P. O. Box 105, Mount Calm, TX 76631, 254-993-2611.
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