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Request for Administration of Prescription Medication by School Personnel
(not to be used for Epinephrine, Inhalers, or Seizure Medications)
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I. Prescriber’s Section

Prescriber’s namet/title (printed): Phone:

This is to certify that the student named above is under my care and should receive the following medication at the following times
during the school day:

Medication name and strength

Dose

Route

Time (during school or school activity)
Severe adverse reactions to be reported to
prescriber

Special instructions for administration

Possible side effects

Special storage instructions

Starting & ending date of this request Start End
Prescriber’s signature/title: Date:
Address: Emergency contact #:
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Student name: Medication: Revised 5/14/25
Date Time Quantity Initials Event Description - list INTAKE or SIGN OUT Date Time Quantity | Initials
AND additional details (i.e., field trip, med request, med Returned | Returned | Returned | Returned
error, wasted etc)
Month AUG SEPT OCT NOV DEC JAN FEB MAR APR MAY JUN
Discrepancy YIN][Y[N]YIN]IY[IN]JY[IN]YIN]IY[N]JY[IN]YIN]JY[N]Y]I|N
Initials

Disposal Directions:

All meds should be returned to parent/guardian of appropriate student. If multiple attempts were made unsuccessfully, please complete the following procedure.

All non-controlled medications should be disposed of in sharps container in the presence of the building administrator or SRO.

All controlled medications should be disposed of in the community prescription drug drop box.
All controlled medication must be disposed of in the presence of two (2) staff members, one of which must be the SRO or an administrator. Both signatures are required.

Date

Medication

Dose

Qty

Manner of disposal

Signature

Signature
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