
Silsbee Independent School District  

Health Services 

 

PARENT/GUARDIAN REQUEST FOR ADMINISTRATION OF MEDICATION 

BY SCHOOL PERSONNEL 

 

 

 

 

 

Name of Student:_________________________________  Grade:  ________________ 

 

School:_________________________________________________________________ 

 

Medication:   

 Name:____________________________________________________________ 

 

 Dosage: __________________________________________________________ 

 

 Special instructions:_________________________________________________ 

     

   _________________________________________________________________ 

 

* The above medication may be administered by a medically untrained designate of the 

school nurse. 

 

 

____________________________________                           ______________________ 

Parent or Guardian Signature                                                     Date 

 

 

___________________________ 

Telephone Number 

 

 

 
 


