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PHYSICIAN AUTHORIZATION FOR MEDICATION AT SCHOOL

The school nurse or other personnel cannot legally diagnose, prescribe, or treat.  If it is 
necessary for a child to receive medication during school hours, the following physician 
and parental permission form must be completed and returned to the school.  The 
medication must be brought to the school by a parent or guardian in the original labeled 
container.    The physician order, parental permission and medication are valid for the 
current school year only.

PHYSICIAN’S ORDER:

Name of Child__________________________________________ DOB_____________

Name of Medication_______________________________________________________ 

Dosage ______________________________Time of Administration________________

Condition for which medication is being given__________________________________

Relevant side effects to be observed___________________________________________
Length of time during which medication shall be administered:
              
                  From: _____________________ To: _________________________

Date _____________    Signature of Physician __________________________________

Phone Number ___________________ Address ________________________________

Parental/Guardian Permission
Authorization from a parent/guardian concerning the administration of medicines by 
school personnel.
Name of School: _____________________________________________________

I request that school personnel give my child ______________________________
                                                                                          (Student’s Name)
the above medication as prescribed by the physician.

Signature of Parent/Guardian ________________________________ Date _________

Phone Number ______________________ Address ____________________________




