
Permission to Administer Medication (Prescription & Non-Prescription) 

School Fax Numbers: 

School: [  ] Caruso      [  ] Shepard       [  ] Kipling        [  ] South Park        [  ] Walden        [  ] Wilmot 

Student Name: _______________________________________________________ Date of Birth: ____________ 

Address: _______________________________________________________________________________________  

Parent Phone Number: _________________________  Parent Email: ____________________________________ 

Condition, Disease, or Illness for Which Medication is Prescribed: ____________________________________________ 

Medication: _______________________________________________  Dose: __________________  Route:__________ 

Administration Time/Instructions: ______________________________________________________________________ 

Possible Side Effects: ________________________________________________________________________________ 

Other Medication Prescribed for Student: ________________________________________________________________  

Potential Drug Interactions: ___________________________________________________________________________ 

PHYSICIAN SIGNATURE/PARENT CONSENT TO ADMINISTER ABOVE MEDICATION 

Print Physician Name: ________________________________________________​ Physician Phone: __________________  

Physician Address: ________________________________________________   Physician Fax: _________________________ 

Physician Signature: _________________________________________________​ Date: ______________________________ 

I give permission for my child/ward ______________________________________, to receive the above medication 
as prescribed. I understand that my signature on this form constitutes a waiver by me to the school staff 
member administering or supervising administration of this medicine for liability for untoward reactions 
when the medicine is administered in accordance with the licensed prescriber’s instructions. I also 
understand that my signature on this form denotes permission for the nursing personnel and the licensed 
prescriber to confer regarding the administration/monitoring of this medication. 

Parent/Guardian Signature: ____________________________________________ Date: ___________________ 

Parent/Guardian’s Emergency Phone Number(s) ______________________________________________________ 

Caruso: 847-945-1963 South Park: 847-945-529 Wilmot: 847-405-9736 

Shepard: 847-948-8589 Kipling: 847-948-8264 Walden: 847-945-0035 
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