
 

Parent/Physician Request for Administration of Medication by School Personnel 
 

 is under my care and should receive 

 
    

 
Date medication administration begins:  

 
Date medication administration ends:  

 
Adverse reactions which should be reported to the doctor:  

 
 

 
Special instructions for administration:  

 
Storage requirements or other conditions:  

 
SHOULD A CHANGE IN ANY OF THE ABOVE INFORMATION OCCUR, A  
REVISED WRITTEN PHYSICIAN’S STATEMENT MUST BE SUBMITTED. 

 
 
Physician’s signature and phone:  

 
 

Medication not given on dates circled: 

Aug X 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Sept X 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  

Oct  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Nov  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  

Dec  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Jan  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Feb  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28    

Mar  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Apr  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  

May  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

June  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30  

 

MEDICATION MUST BE BROUGHT TO SCHOOL IN THE ORIGINAL  
CONTAINER AS DISPENSED BY THE PHARMACIST OR PHYSICIAN. 

I hereby request and give permission to the school nurse or other authorized personnel to administer the above 
medication to my child.  If any revisions in the above request occur, a written revised statement must be submitted to 
the school.  In addition, it is the student’s responsibility to come to the nurse’s office for the medication unless he/she 
is physically unable to do so. 
 
Parent/Guardian Signature Phone:       Date:  

 
The above medication was given as requested    

 Signature Title Date 

 


