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 PRESCRIPTION MEDICATION ONLY 

 Medication must remain in Nurse’s office and will not be sent back and forth with child each day 

 Will only be administered for 2 WEEKS OR LESS 

 MUST be in a pharmacy container with a current pharmacy label and include student name, medication, 

dose, time of administration, date filled, expiration date   

 

STUDENT:  ___________________________________________ DATE OF BIRTH:  __________________ 

 

PURPOSE: _______________________________________________________________________________ 

 

*MEDICATION:  ___________________________________ *DOSE:  ______________*ROUTE: ________ 

(*Must match prescription label) 

  

 

TIME(S) TO BE ADMINISTERED: ___________________________________________________________   

 

Side effects/contraindications: ________________________________________________________________ 

 

START DATE:  ____________________END DATE: _______________   

 

____________________________  _________________________  ___________________________ 

     Parent/Guardian Signature                     Daytime Phone                                    Date                              

 

______________________   ______________________ 

 RN Signature       Date         

 

 

SHORT-TERM PRESCRIPTION MEDICATION PARENTAL PERMISSION FORM 


