
 
AUTHORIZATION FOR PRESCRIPTION MEDICATION AT SCHOOL 

(MUST BE SIGNED BY PARENT AND LICENSED HEALTH CARE PROVIDER) 
 

School Year:____________ 

Please Print 
 
Student’s Name:_____________________________________Birthdate:_______________________________ 
 
Student’s allergies:__________________________________________________________________________ 
 
Name of Medication:_________________________________________________________________________​
 
Diagnosis for medication administration at school:_______________________________________________ 
 
Medication Dose:___________________________________Medication Route:________________________ 
 
Time of day medication to be given: ___________________________________________________________ 
 
Date to START medication: __________________________Date to STOP Medication:__________________ 
 
Possible side effects: 
___________________________________________________________________________________________ 
 
Licensed Health Care Provider Name(Print):______________________________________________________ 
 
Licensed Health Care Provider Signature:______________________________Date:_____________________ 
 
Licensed Health Care Provider Phone:__________________________________________________________ 

 
Parents Please Read Carefully: 

 
I understand that all medication will be provided by me in the original container issued by the 

pharmacist with the most recent prescription label.  I will notify the school if the medication is discontinued 
or the dosage has been changed.  Permission is granted to the principal/and or school nurse to share this 
information with individuals who have responsibility for my child.  The first dose will be given at home in 
efforts to monitor for adverse reactions.  I give the school nurse and/or designee permission to contact the 
above health care provider’s office to request medical information concerning my child.  I am responsible for 
replacing medication before the expiration date.  The school is not liable for any injury arising from 
administration of medication authorized by an IHP(Individual Health Plan) or licensed health care provider.  
As a parent/guardian, I shall indemnify and hold harmless the school against a claim arising from 
administration of medication authorized by an IHP or licensed health care provider.   
 
Parent/Guardian Signature:____________________________________Date:___________________________ 
 
Parent/Guardian Printed Name:________________________________ Phone Number:__________________ 
 
Please Note: 

●​ A special permission form is required for each medication to be administered. 
●​ Medication must be brought to the school nurse by a responsible adult.  Do not send medication with a student.  
●​ Parents are responsible for noting the expiration date of all medications.  Expired medication will not be given at school. 
●​ Any medication not picked up by the last day of school will be destroyed according to school district guidelines. 

GMC 5/2025                              *This form is only valid if signed on or after July 1st of the upcoming school year.* 


