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Notice of Non-Discrimination All educational and non-academic programs, activities and employment opportunities at Wilmington  
Public Schools are offered without regard to race, color, sex, religion, national origin, ethnicity, sexual orientation,  

gender identity, homelessness, age and/or disability, and any other class or  characteristic protected by law. 
 MEDICATION FORM WPS RevMay 2019 

 

 
Please use one form for each Prescription or Over-the-Counter Medications that are to be administered in school. 

 
                                                                                                                                 

A. TO BE COMPLETED BY PHYSICIAN: 
 

I request that my patient receive the following medication: 

 

Child’s Name_______________________________________ Diagnosis___________________________ 
 

Name of Medication __________________________________________________Date of Birth________ 
 

Dosage and Route of Administration________________________________________________________ 

 

Time(s) to be given _______________________________________ Duration ______________________ 

 

Possible Side Effects and Adverse Reactions__________________________________________________ 

 

Other Recommendations__________________________________________________________________ 
 

 Consent for self-administration (provided the school nurse determines it is safe and appropriate). 

 

--------------------------------------------------------------------------------------     --------------------------------------- 

Physician’s Name (printed or typed)    Phone 

 

--------------------------------------------------------------------------------------     --------------------------------------- 

Signature    Date 

 

--------------------------------------------------------------------------------------------------------------------------------- 

B. TO BE COMPLETED BY PARENT: 

 

I hereby authorize: _____________________________________________       
     School Nurse Name         

 

and/or a Substitute School Nurse as my agent to give the above medication to my child  

 

___________________________________________as ordered by the Physician above for the following 

 

time period __________________________________. 

   

      
 

--------------------------------------------------------  ------------------------------------------  ---------------------------- 

Signature of Parent/Guardian    Phone    Date 
 

No medication will be accepted or administered by school personnel unless it is accompanied by a completed copy of 

this form.  All medications are to be furnished by the parent or guardian, in an appropriate container with a 

pharmacy &/or manufacturer’s label.    


