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STUDENT MEDICATION REQUEST
Date____________________________________Allergies____________________________________
Student’s name______________________________ Teacher____________________ Grade_________
Telephone____________________________________ DOB__________________________________
I request School Personnel to administer the medication listed below to my child. With my signature below I also
give permission for District Staff to contact the healthcare provider for additional information.

Medication:__________________________________________________________________________
1) Amount to be given______________________________________________________________
2) Time of day to be given__________________________________________________________
3) Duration (please check) __________All year_________Number of Days__________As Needed
4) Reason for medication___________________________________________________________
5) Possible side effects_____________________________________________________________
6) Special instructions:_____________________________________________________________

PHYSICIAN SIGNATURE___________________________________ Date_____________
Parent Name:________________________________________________________________________
Signature of Parent/Guardian:___________________________________________________________
Relationship to student:________________________________________________________________
PLEASE NOTE: See medication guidelines below.

MEDICATION ADMINISTRATION GUIDELINES
1. The school must have a written request from the parent, legal guardian, or other person having legal control of the

student along with a physician’s order, or a physician’s signature on this medication request form to give the
medication at school, including the amount to give and the times to give it.

2. If student needs over-the-counter medications not listed on the standing medical delegated orders, nursing staff will
require a physician, podiatrist, or dentist authorization in order to administer the medication.

3. The medication must be in the original container, properly labeled and unexpired.
4. Liquid medications must be brought in sealed and unopened.
5. The parent, legal guardian, or other person having legal control of the student is required to supply the medication to

be dispensed by the school faculty.
6. Medication is age appropriate for the student.
7. The reason for taking the medication needs to be indicated.
8. Although every effort will be made to insure the administration of medication on a timely basis, TISD personnel are

not responsible for missed doses, including doses not given because of absences or student refusal.
9. Unused medication left in the clinic at the end of the school year will be destroyed.
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