Custer Public School

PARENT’S REQUEST FOR GIVING MEDICINE AT SCHOOL
I request the nurse or teacher to see that my child







receives the medication prescribed by


(child’s name)







for the period from

   (prescribing healthcare provider’s name)







to




        of



(date)






(date)




(name of prescription medicine)



(name of over-the-counter medicine)

The medicine is to be furnished by me and is to be labeled with the name of the medicine, indication, the amount to be given, time of day to be taken, and the expected duration of treatment.  The prescribing healthcare provider’s name must be on the label of prescription medications.

Signature










(parent/guardian)

Date









