
 

 

AUTHORIZATION TO ADMINISTER MEDICATION IN SCHOOL 
 

Student’s Name ______________________________________   Grade ___________________ 

Name of Medication ____________________________________________________________ 

Dosage _______________________________________________________________________ 

Frequency and Directions _________________________________________________________ 

Purpose of the Medication ________________________________________________________ 

Possible Side Effects _____________________________________________________________ 

 

 

Physicians’ Signature ________________________________________ 

Date _____________________   Phone __________________________ 

 

Parent/Guardian Signature ____________________________________ 

Daye _____________________   Phone __________________________ 
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