2024-2025
Authorization To

Ry Administer Medication

Student’s Name Date of Birth Grade in 2023-2024

Name of Medication Dose Time/Frequency

Why does your child need this
medication?

Are there any side effects?

How long will your child need to take this medication?

Physician’s Name Physician’s Phone Number

Asthma Inhaler YES/ NO (Please circle one) Name of Asthma Inhaler
Self-medicate / Keep In The School Office (Please circle one)

Parent/Guardian Signature

Parent/Guardian Phone Number

Today’s Date

A student who is required to take prescription or over-the-counter medications during school hours MUST have
written permission from their parent/guardian.
Medication must be in its original container and all medications must be kept in the school’s main office.
If your child is receiving prescription medications at home and at school, ask the pharmacist for an additional
container.
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