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PARENTAL REQUEST AND AUTHORIZATION FOR THE
ADMINISTRATION OF MEDICATION OR OTHER SUBSTANCE

I am the parent/guardian/custodian of 



His/Her Birthdate 

Building 


My child's physician is 

Telephone 


Address 



I request and authorize school personnel to administer the following medication to my child:

(1)Name of Medication 



Dosage, Time, and Method for Administration 



Begin Medication on 

End Medication on 

(2)Name of Medication 



Dosage, Time, and Method for Administration



Begin Medication on 

End Medication on 

(3) Name of Medication 




Dosage, Time, and Method for Administration




Begin Medication on 

End Medication on 

I understand that if the medication is a nonprescription medication, it must be delivered in the original container.  

I understand that if the medication is a prescription medication, the pharmacy label must show the student’s name, the date prescribed, the name of the medication, the dosage, times and methods for administration, the expiration date, the prescribing physician, the name and address of the pharmacy, any special storage or administration procedures, and a description of any anticipated reactions.

I understand I must submit a revised statement signed by the physician if any of the information changes.

I understand this request and authorization must be renewed each school year.

I agree to cooperate with school personnel and the prescriber of the medications if questions arise.

I agree to timely provide safe delivery of medication to and from school and to timely pickup remaining medications.

Signature of Parent/Guardian/Custodian 



Date 

   Home Phone 
   Work Phone 


Cell Phone 
   Email Address


I am the physician of 





 (student’s full legal name), a student in the Decorah Community School District.  The student is under my care and must take medication, or other substance, which I have prescribed to be taken during the school day.

Name of medication/substance (as it appears on the container in which the substance is stored):

This is a             prescription medication                  nonprescription medication                  other.

Date administration is to begin: 



Last date administration is to take place: 


Dosage and time of administration: 


Method of Administration:


Possible adverse reactions to be reported to parent or physician: 


Other instructions


Signature of Physician







Printed Name of Physician

Telephone Number

Address

Email Address:
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