
MEDICATION ADMINISTRATION, information sheet

Medications – both prescription and over-the-counter (includes cough drops, Tylenol, etc.) – 
will be administered at school according to the following guidelines:

1. Both the parent(s) and medication prescriber complete, sign, and date the school’s 
authorization and permission form for administration of medication at school.

2. The parent himself/herself delivers the medication and equipment to and from the school 
office and picks up remaining medication and equipment.

3. The medication is in the original labeled container as dispensed or the manufacturer’s la-
beled container.

4. The medication label contains the student’s name, name of the medication, name of pre-
scriber, directions for use (dosage, route, and time) and storage, and prescription and ex-
piration dates.

5. Immediate notification, in writing, of changes and annual renewal of authorization are 
required.

6. The only medications (prescription or non-prescription) that a student may have in his/her 
possession at school are inhalers and epi-pens.  When the parent turns in the medical 
prescriber/parent authorization and permission form to the school office, the student will 
be given a card to carry to produce when questioned by a staff member about his/her use 
of these devices.

7. The initial dose of a new medication has been administered by the parent in time to ob-
serve and confirm that there were no problems.

Print and complete page 2,
bring to the office with medication.



Perry Hall Christian School Medication Prescriber/Parent Authorization and Permission for
Administration of Medication at School

Student’s Name:________________________ Birthdate:____________ Grade:______ School Year:__________

School medications and health care service are administered following these guidelines:

 The parent and medication prescriber have signed and dated the authorization to administer the medication

 The medication is in the original labeled container as dispensed or the manufacturer’s labeled container.

 The medication label contains the student name, name of the medication, directions for use, and date.

 Annual renewal of authorization and immediate notification, in writing, of changes are required.

------------------------------------------------------------------------------------------------------------------------------------------------------------

To be completed by physician/licensed prescriber:

Medication name: ___________________________________  Dosage: ___________________________________

Reason_______________________________________________________________________________________

Time of administration at school: _____________________________________ Form/Route: ___________________

Side effects: _________________________________________ Adverse reaction: ___________________________

If PRN, what symptoms? __________________________________________ How often: _____________________

Special instructions: _____________________________________________________________________________

Date services should begin: ___________________________________ and terminate: _______________________

FOR INHALER AND EPI-PEN MEDICATION ONLY:

_____ It has been determined that this student is able to self-administer and carry inhaler medication or Epi-pen and   
            has been trained in its use, including knowing when the medication is to be used.
_____ This student should not self-administer inhalant medication or Epi-pen.

___________________________________       ___________________        ________________________________
Prescriber’s signature                                           Date                                      Prescriber’s printed name

________________________     _______________________      _________________________________________
Prescriber’s phone                       Prescriber’s fax                           Prescriber’s address

------------------------------------------------------------------------------------------------------------------------------------------------------------

To be completed by parent/guardian:

I request the above student be given the medication at school and school activities by qualified staff, according to the 
prescription or non prescription instructions and understand that a recored will be maintained. I assure that  the stu-
dent has been given the first  dose of this medication without any problems.  I further agree that school personnel may 
contact  the prescriber as needed and that medication information may be shared with school personnel who need to 
know. I  agree to personally deliver the medication and equipment and from the school office and to pick up  remaining 
medication and equipment.

I understand the law provides that there shall be no liability for civil damages as a result of the administration of medi-
cation where the person administering the medication acts as an ordinary reasonably prudent person would under the 
same or similar circumstances. 

_________________________________     ___________________________     ____________________________
Parent’s signature                                           Date                                                    Business phone

_______________________________________________     ____________________________________
Parent’s address                                                                                         Home phone


