PENDLETON HEIGHTS HIGH SCHOOL

Shaun A. Rose, Principal One Arabian Drive
Michael R. Peo, Assistant Principal Pendleton, Indiana
Lori A, Cummings, Dean of Students 765) 778-2161, (765) 649-1666
Ryan P. Jones, Dean of Students {317) 485-4374, Fax (765) 778-0605

MEDICATION ADMINISTRATION FORM

Student Name; Grade: Schoo! Year:

Medication Name:

Reason for Mcdication:

Size of Tablet (mg): or, if Liquid (mg/tsp):
Dosage: Time(s):
Start Date: Stop Date:

I hereby request and give permission to the school nurse or principal’s designee to administer the above medication
to my child. T understand that the medication must be brought to the school in the original container with the
pharmacy label and student’s name. I will be responsible for removing any unused medication from school.
*medication can not be administered without written permission from Parent/Guardian and Physician

Parent/Guardian Printed Name

Parent/Guardian Signature Date

Physician Printed Name

Physician Signature Date

NOTE: ALL PRESCRIPTION MEDICATIONS REQUIRE A PHYSICIAN ORDER, OVER THE COUNTER MEDICATIONS CAN ONLY
BR DISPENSED ACCORDING TO LABEL DIRECTIONS. AN ADULT MUST TRANSPORT ALL MEDICATIONS, UNLESS
OTHERWISE NOTED, ALL ORDERS WILL BE IN EFFECT FOR THE CURRENT SCHOOL, YEAR. MUST BE RENEWED ANNUALLY.




