WARREN COUNTY PUBLIC SCHOOLS

Permission Form for Prescribed Medication

Schoed School Year

Srudent

Student age Dase of Birth: Grade Homeroom/ Classroom:

Name of medication:

Reason for medication:

Form of medxationtreatment:
Tabletcapsule Liquid Inhaler [njection Nebulizer Other

Instructions (Schedule and dose to be gives ar school) &

Star: Date form recenved Other, as specified

Stop: End of school year Other date/duration:

For episedic/emergency events only

HRestrictions apd/or important side effects: No restnctsens

Yes. Please describe: gl

Special storage requirements: None Refrigensie
Other:
Physician’s Name K

Dase Phone Address

1 give pemission for (name of chidd) 1% lo receive the sbove stated medication at
school according o standard school policy, 1 release the School Board and its employees from any claims or lisbility

commected with its reliance on this permission
(Pareat/guardians to bring the medication in #s original container.)
Date: Signature: Relationship:

Home phave: Work pb Emergency phasae-

Number of pills received - Inidials:

Number of pills received: Inigals

Number of pilly received Imitals.

MNumber of piils received Ininals

Number of pills received- Initials.

Number of pills received. Ininals

Number af pills received:- Initials.

1/we acknowledge recelpt of this Physician’s Statement and Parent Authorization:

School Personnel Signature




