
 
 
 

 PRESCRIPTION MEDICATION FORM 
Cottage Grove School 
470 North Main Street  

Cottage Grove, WI 53527 
p: 608-839-4576  

fax: 608-839-4439 

Granite Ridge School 
4500 Buss Road  

Cottage Grove, WI 53527 
       p: 608-839-8980  

         fax: 608-839-9345 

Winnequah School  
800 Greenway Road  
Monona, WI 53716 
p: 608-221-7677  

fax: 608-223-6514 

Glacial Drumlin School  
801 Damascus Trail  

Cottage Grove, WI 53527 
p: 608-839-8437  

fax: 608-839-8984 

MG21 
5301 Monona Drive 
Monona, WI 53716 
p: 608-316-1924  

fax: 608-221-7662 

Monona Grove High School 
4400 Monona Drive 
Monona, WI 53716 
p: 608-221-7666  

fax: 608-221-7690 

 

STUDENT INFORMATION 

 
___________________________      ___________      __________      __________________________________  
Student Name                                                   Date of Birth             Grade/Teacher        Indication/Diagnosis 

 

MEDICATION: Dose, Route, Frequency, Time                                                                                          
Start and End Date 

 
 
 
 
 

​ Check for Self-Carry Medication (6th-12th grade only)​
Students may carry and administer prescription medications with parent/guardian signature only (excluding 
controlled substances). 

​ Check for Self-Carry Emergency Medication (Asthma/Allergies: 6th-12th grade only)​
Allowed with written permission from provider and parent/guardian. Signing indicates the student is 
trained and responsible for proper use. School staff are not responsible for administration or monitoring.      

 

PRESCRIBING PHYSICIAN/PROVIDER SIGNATURE (Required if medication is a controlled 
substance &/or Health Office will be administering medication to student) 

 
______________________________________________      _________________________       
Prescribing Physician/Provider Print Name                                  Clinic Name/Location   
                      
______________________________________________      _________________________       
Prescribing Physician/Provider Signature                                                Date                                         

 

PARENT/GUARDIAN SIGNATURE (Required) 

______________________________________________      _________________________       
Parent/Guardian Signature                                                                              Date              
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