Santa Fe Trail USD #434

Prescription Medication Permission Form

STUDENT NAME:

(one student per form)

Date of Birth:

Grade:

Physician:

Medication:

Dose:

Time of Administration:

Reason for Medication/Diagnosis:

Any known drug allergies:

| hereby give my permission for the student named above to take the above listed medication at school as
ordered. | understand that it is my responsibility to furnish this medication in the original bottle to the school health
office where it will be kept while school is in session. | further understand that any school employee who
administers any drug or nonprescription medication pursuant to parental written request to my student in
accordance with written instruction from the physician or dentist shall not be liable for damages as a result of an
adverse medication reaction suffered by the student because of administration of such medication.

If student if ever seen in the doctor’s office and/or emergent care for any issues related to medication
above, please provide the school health office a copy of the after visit summary for the students records.

NOTE: This medication is to be brought to school in the original container appropriately labeled by the
pharmacy, or physician, stating the patient’s named, the name of the medication, the dosage and times it
is to be administered.

Parent/Guardian Name: Date:

Parent/Guardian Signature:

For Health Office Use Only

Form Received/Reviewed by District Nurse
Name/Date:

Medication Check In

Date Quantity Nurse
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