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Student’s Name: ___________________________ 
 
Student’s Date of Birth (DOB): __________________________ 
 
School: ___________________________ 
 

 
 
For Parent/Guardian: 
I give permission for the Unlicensed Assistive Personnel (UAP) to assist in 
administering medication to my child in accordance with Richland County 
School District One – Board Policy JLCD and JLCD-R. 

 
Parent/Guardian Name (Printed): _______________________ 
 
Parent/Guardian Signature: ___________________________ 
 
Date: ___________________________ 
 

  

Parent/Guardian Consent for Medication Administration 
by Unlicensed Assistive Personnel (UAP) 

Richland County School District One 
 

School Year: ___________________________ 
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