
HS 500  
Student Health Services 

Authorization for Administration of Medication at School and  
School Sponsored Events 

RCW.28A.210.260 and 270, WAC 110-300-0215, SB Policy 3416 and 3416P 
 

Student’s Name:____________________________________   DOB: __________  Grade: ________ School Year: __________  
 

School: __________________________________  Parent/Guardian Name: ________________________________________ 

Applicable to:   □ ATHLETICS     □ CAMP/OUTDOOR SCHOOL     □ FIELD TRIPS     □ SCHOOL     □ SCHOOL SPONSORED EVENTS   

This form must be completed and signed by the parent/guardian and the student’s Licensed Healthcare Provider, with prescriptive 
authority. This form is for both prescription and nonprescription medication.  

 

This Portion to be Completed by a Licensed Healthcare Professional (LHCP) 
(e.g., MD, DO, ARNP, DDS, etc.) 

 

Diagnosis/ 
Condition 

 Medication Dose Route Time/ 
  Frequency 

Side 
Effects 

  *Self 
Carry 

*Self 
Administer 

 
    Y     N  Y      N 

 
    Y     N  Y      N 

 
    Y     N  Y      N 

 
    Y     N  Y      N 

 
    Y     N  Y      N 

 
    Y     N  Y      N 

*Marking “yes” to self-carry/administer indicates that the LHCP has provided instruction in the purpose and appropriate method/frequency of use, and 
that the student is capable and safe to self-carry and/or self-administer.  

I request and authorize that the above-named student receive the above-identified medications in accordance with the instructions 
indicated beginning ____/____/____ not to exceed the current school year and Summer School or otherwise specified____/____/____. 
 

                                                                                                                                                                                                                    Clinic Stamp 

LCHP’s Signature:___________________________________​  Date:_______________ ​    

LCHP’s Name: ______________________________________ Phone Number: (_____)_____________​  

LCHP’s Address: ____________________________________  Fax Number: (_____) _______________ 

 

This Portion to be Completed by the Parent/Guardian 
The medication is to be furnished by me in the original container, labeled by the pharmacy with the name of the medicine, amount to be 
taken, and the time of day to be taken. The Licensed Health Professional’s name is on the label. If medication remains after the course of 
treatment, I will collect the medication from the school or understand that it will be destroyed. 
 

Select if Applicable:  

Give scheduled medication to student on Early Release days. Time: _____________        □ YES      □ NO 

Give scheduled medication to student on Half days.                  Time: _____________        □ YES      □ NO 

Does your student have medication needs for a possible Overnight Trip?                              □ YES      □ NO 
 

If YES, List medications that are normally taken outside of school hours below.  
(Ex: Ibuprofen, ADHD meds, Melatonin, Vitamins, etc.) _________________________________________________________________ 

 

Parent/Guardian Signature: ______________________________________________   Date: _____________ 
Student Signature (Self-Carrying):_________________________________________    Date: _____________ 
 

 

School Nurse Signature: _______________________ Printed Name:_______________________ Date: _________   
TURN OVER TO COMPLETE FORM                        



 

Administration of Medication in School 

  

THIS PORTION TO BE COMPLETED BY PARENT/GUARDIAN 
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