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CONSENT FOR SHORT-TERM MEDICATION ADMINISTRATION

TO: _______________________________________________________________________________________________
	                                         			  Name of school and school nurse

FROM: ____________________________________________________________________________________________
					                            Name of Parent/Guardian

	I request that my child receives the following medication(s) at school:

Name of student: _____________________________________________          Grade: __________________________          

Physician: ___________________________________________________           Teacher: ________________________            




	
Medication: _________________________________________

Dosage: ____________________________________________

Time to be administered: ______________________________

Start Date: ________________  End Date: ________________  

Diagnosis/reason for medication: ________________________
	
Medication: _________________________________________

Dosage: ____________________________________________

Time to be administered: ______________________________

Start Date: ________________  End Date: ________________  

Diagnosis/reason for medication: ________________________




Medication(s) must be delivered to the school nurse or principal/designee by the parent/guardian or responsible adult.  Medication(s) must be properly labeled and in the original container.
*If medication is needed for longer than 4 weeks, a physician’s order will be required from the prescribing physician detailing instructions for medication administration.
I (parent/guardian) authorize the school to administer medication(s) to our child and agree that we will not hold liable any member of the school staff or an individual of official capacity.

______________________________		________________________________	__________________
  Parent/Guardian Signature			                Printed name of parent/guardian		                     Date






Note: School nurses – To avoid delay in the student receiving important medication, have parent/guardian sign this form on day medication(s) is brought to school.  If long-term medication is need, provide parent/guardian with Form 2 for physician’s order.
