
 

 

 
 

 

 

 
 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

Hamblen County Schools 
Prescription Medication Form 

DIRECTIONS FOR PARENT/GUARDIAN: 
The following is to be filled out and signed by both the parent/guardian and the physician 

prescribing medication for your child. No medication of any kind can be given to your child until this 
information is completed and returned to the school. Please remember that all medication must be in 
a container labeled by a pharmacy. If any changes in medication occur during the school year, a new 
form must be filled out and returned to the school. Use only one form for each medication. 

The parent/guardian signature on this form constitutes consent to the administration of the 
medication described on this form. It is understood that the person giving the medication and/or 
assisting in the self-administration of medication may not be a medically-trained person. By signing, 
the parent/guardian releases the Hamblen County Board of Education, its agents and its employees 
from any and all liability in the administration of this medication. Please do not send medication by 
children. Medication must be brought to school and picked up by a responsible adult. 

Child’s Name _________________________________ Date of Birth:_________________ 

Physician’s Name ____________________________________________________________ 

Address _____________________________________ Phone ______________________ 

Name of Medication ___________________________________________________________ 

Dosage to be Given ___________________________ Method/Route _________________ 

Time of Day Medication to be Given _______________________________________________ 

Reason for Necessity of Giving Medication During School Hours ________________________ 

Possible Side Effects and Procedures to Follow ______________________________________ 

List Any Special Instructions _____________________________________________________ 

List Any Known Allergies ________________________________________________________ 

This form is good for one school year only. If this order for medication expires before the end 
of the school year, please specify the expiration date __________________________________ 
By signing below, I give permission for the school officials to contact the physician regarding the above medication. 

Physicians’ Signature __________________________________ Date ___________________ 

Parent/Guardian Signature ______________________________ Date ___________________ 

Emergency or Parent Phone Number ______________________________________________ 
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