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PERMISSION TO ADMINISTER MEDICATION AT SCHOOL

Name of Student: ___________________________________ Date of Birth: _____________ 
Age: ______ Grade: ______ School: ______________________________________________

Name of Medication: ___________________________ Dosage: ________________________ ______________________________________________   Dosage: ________________________ 

Time medication to be given: _____________________________________________________ Reason medication is prescribed: _________________________________________________
Possible side effects: _____________________________________________________________
Provider’s Name: _____________________________ 
Provider’s Signature: __________________________  Date: _________________

I hereby give permission for school personnel to administer the above medication.
Parent’s Signature: ___________________________ Date: ____________________________ 


IMPORTANT: Parents: Please send medications in the bottles they came in with the child’s name on them. Never send medications to school wrapped in a tissue or carried in an envelope, etc. The above information is required before any medication is administered to a child.

21 Highland Ave SE, Suite 100 Roanoke, VA 24013
(P) 540-344-9213 (F) 540-345-7559
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