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Permission to Dispense Prescription Medications in School 

 
State law requires a signed prescription by the physician that includes the information listed below OR 
completion of the form below. If a prescription is faxed, the original must be forwarded to the Health 
Office.  
 
Name__________________________________________________________Date___________________ 
 
Diagnosis______________________________________________________________________________ 
 
Name of Medication _____________________________________________________________________ 
 
Dosage_____________________________________________Times_______________ Route__________ 
 
Possible Side Effects_____________________________________________________________________ 
 
Termination date______________(Note: State law requires that medications be renewed each school year) 
 
The student is free of contagious disease and is physically fit to attend school. The student would not be 
able to attend school unless the medication is given during school hours. 
 
____________________________________              _____________________________      ___________ 
                  Physician’s Signature                                       Printed name of physician                      Date 
 
 

Parent/Guardian Consent for Giving Medication in School 
 
I request and give my consent for the School Nurse to dispense the following medications 
to my child during school: 
 
Name of medication _______________________________________________________ 
 
Amount to be given________________________________________________________ 
 
Dates to be given__________________________________________________________ 
 
The medication is to be furnished by me in the original pharmacy container, labeled with the student’s 
name, date of prescription, name of medication, dosage and the prescribing physician’s name. 
I give permission for the above information to be shared with appropriate staff members, coaches and trip 
chaperones for the safety and welfare of my child. 
 
 
_________________________________________________________        _________________________ 
                                Signature of parent/guardian                                                                 Date 
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