
ALLEN PARK PUBLIC SCHOOLS 
9601 Vine 

Allen Park, MI  48101 

Phone: (313) 827-2100   
 

Permission Form for Prescribed Medication 
 

School:  ___________________________ Date form received by the school:  ________________________ 
 

Student:  ____________________________________            Date of Birth:  __________________________ 
 

Grade:  _____________________ Teacher/Classroom __________________________________________ 
 

To be completed by the physician or authorized prescriber 
 

Name of medication:  ______________________________________________________________________ 
 

Reason for medication: _____________________________________________________________________ 
 

Form of medication/treatment: 

     {  }  Tablet/capsule   {  }  Liquid Inhaler {  }  Injection {  }  Nebulizer   {  }  Other  __________________ 
 

Time and Dose to be given at school:  __________________________________________________________ 

If p.r.n., list symptoms/conditions under which medication is to be given: ______________________________ 

_____________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Special Instructions: ________________________________________________________________________ 
 

Restrictions and/or important side effects: {  }  None anticipated  {  }  Yes, Please describe: 
 

_________________________________________________________________________________________ 
 

Special storage requirements:   {  }  None   {  }  Refrigerate 
 

Start:  {  }  Date form received  Other dates:  _________________________________ 

Stop:  {  }  End of school year  Other date/duration:  ___________________________ 
 

 

 

Physician’s Name:  ___________________________________________________________ 
 

Address:  ___________________________________________________________________ 
 

Phone Number:  _______________________________ Fax: __________________________ 
 

Physician’s Signature:  ___________________________________   Date: _____________ 

To be completed by parent/guardian 
 

I request that (name of child) ______________________________ receive the above medication at school 

according to standard school policy and for the physician staff and school staff to share information needed to assist 

my child with his/her health and medication needs. 
 

Parent/Guardian Signature: ________________________________________________________________  

 

Relationship to Student: ____________________________________________  Date: _________________ 
 

Medication permission/091012 
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