
Medication Administration Authorization 
2025-2026 School Year  

Student Last Name: _______________________ Student First Name: _______________________ 

Grade: _______________________ Teacher / Advisor: ______________________  

Example:  
Medication  Indication Dose Amount Dose Time  Dose Frequency 

Melatonin Gummy  Sleep 10mg  
30 min before bed  

(2 gummies)  

Daily / as needed 
on overnight trips 

Additional information or instructions:  
For use when student is struggling with homesickness / anxious about falling asleep on overnight trips 

 
 

Medication  Indication Dose Amount Dose Time  Dose Frequency 

   

Additional information or instructions: 

 
 

*Please use the back of this form to list additional medications for this student  

By signing here I hereby grant permission to Westside School to administer my student the 
stated medication(s), following all instructions listed on this form.  

Signature: ____________________________________________________________________________ 

Printed Name: _____________________________________ Date: _______________________ If 

medication is to be stored on campus:  



Drop Off Date: _____________________________________  

Pickup Date: _____________________________________ 
Student Name: ___________________________________________________________________________ 

Medication  Indication Dose Amount Dose Time  Dose Frequency 

   

Additional information or instructions: 

 
 

Medication  Indication Dose Amount Dose Time  Dose Frequency 

   

Additional information or instructions: 

 
 

Medication  Indication Dose Amount Dose Time  Dose Frequency 

   

Additional information or instructions: 

 
 
 


