
Cape Henlopen School District
Parental Request/Permission to Have Medication
Administered in School

The Cape Henlopen School District is an equal opportunity employer and does not discriminate on the basis of race, color, creed, religion, gender (including pregnancy, childbirth and related medical conditions), national origin, 
citizenship or ancestry, age, disability, marital status, veteran status, genetic information, sexual orientation, or gender identity, against victims of domestic violence, sexual o�enses, or stalking, or upon any other categories 
protected by federal, state, or local law.  Edward I. Waples, Employee/Student Compliance O�cer: OCR/Title IX/504 O�ce of Human Resources; LouAnn Hudson, Student 504 Compliance O�cer, 1270 Kings Highway, Lewes, DE 
19958.

Student Name:Date:

Medication:

Dose:

Reason for Medication:

Provider:

Allergies to any Medications:

Parent/Guardian Signature: 

Number of Tablets/Liquid sent:

Nurse’s Signature: 

Number of Tablets/amout of Liquid received: 

Time: Route:

*I give permission for this medication to be sent on Field Trips during the current school year and for a 

trained staff member to assist with administration:         YES       NO   (Check One) 

Comments/Health Conditions:
I am aware that the school nurse may need to contact the prescribing healthcare provider or pharmacist 
relative to the medication/treatment and that he/she is required to use nursing judgment regarding all medication 
administration. I give my permission for medication administration by the school nurse.

If it is necessary for your child to receive medication during the school day, please do the following:
 • Send the medication to school with a responsible individual if you are unable to take it to school.
 • Send the medication in the original container. If a prescription, the container must be properly labeled with  
    correct name, time, dose, date, and prescribing licensed healthcare provider.
 • Count the tablets (unless the number of tablets is the exact number on the label) or approximate amount 
    of liquid in the bottle
 • Pick up the medication from school at the end of the school year.

Date # of Tablets/Amount rec’d or returned Parent/Guardian Initials Nurse Initials
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