
PARENT AUTHORIZATION FORM FOR MEDICATION  
 
All medications must be kept in the school office unless specified below.  
Students may not keep any type of medication on their person, or in a purse, backpack, or locker.  
Students should NEVER use another student’s medication or give medication to another student. 
 
A. Prescription medications: BOTH parent and physician must complete the authorization form.  Students 

must keep the medication (in the original container with the student name and dosage) in the school office 
unless specifically stated by the doctor on the attached form (i.e. Epi-Pen and asthma inhalers). 

 

B. Students who desire to have a non-prescription medication (Tylenol, Motrin, Midol, cold medicine) 
available must bring the medication to the office with a completed parent authorization form.  Medication 
must be in the original bottle and must be labeled with the student’s name and emergency phone number. 

 
 
Student:_____________________________  Grade:  ______   Date of birth: __________ 
    
 #1 #2 #3 

Prescription or over-the-counter (circle) Prescription       OTC Prescription      OTC Prescription       OTC

Name of Medication    

Reason for medication     

Form of medication:     
Tablet   Capsule     Inhaler     Injection      

   

Dosage and Instructions 
   

Restrictions and/or possible side effects 
   

Special storage requirements    

Is this student capable of self-
administering this medicine:   (medicine 
should still remain in the office)  

Yes        No Yes        No Yes        No 

Should the student carry the medication 
with them - Epi-Pen / asthma inhalers. Yes        No Yes        No Yes        No 

Additional information 

   

     
I give permission for this student to receive the above medication(s) during school hours. 
 
Parent/guardian signature _____________________________________Date:__________ 
 
PRESCRIPTION MEDICATION MUST HAVE PHYSICIAN OR PRESCRIBER SIGNATURE 
 
Physician's name (PRINT) ________________________________________________ 

Physician's signature __________________________________  Date: ____________ 

Physician Office Phone Number: _______________________________________ 

For more details, please call Mrs. Walker in the school office (734-422-2090). 


