[bookmark: _GoBack]PERMISSION TO ADMINISTER MEDICATION IN SCHOOL


Student Name: ____________________________ Grade:  _________
Medication:  _______________________________________________
Dosage/Time/Route:  ________________________________________ 
__________________________________________________________
Reason for Administration:   ___________________________________
__________________________________________________________
__________________________________________________________
Dates Required:  ____________________________________________
__________________________________________________________
Special Instructions:  _________________________________________
__________________________________________________________
__________________________________________________________
Give on ½ Days:    YES ________ 	 NO __________
May withhold for Field Trips:   YES __________	NO __________

Physician Signature:  _______________________________   Date:  ___________
Physician Stamp:  ___________________________________
Parent/Guardian Signature:  ___________________________ Date:  __________

