5330 F1
PARCHMENT SCHOOL DISTRICT Building:
Medication Prescriber/Parent Authorization Form

Student Name: Birth date: Teacher: Grade: School Year :

To be completed by physician/licensed presriber only:

Medication Name Date Time to be given Dosage Form/Route* Side Effects Adverse Reactions

1
2
3
4
5

*Routes-oral (pi iquid)- i i i lication-topical (eye drop, ointment)-topical ear drop-injection-other (list

List minimal frequency between doses (especially if p.r.n.):

If p.r.n., list symptoms/conditions under which medication is to be given:

Reason for medication (optional): Medication # 1 Medication # 2

Medication # 3 Medication # 4 Medication # 5

Special Instructions:

Start date if not beginning of the school year: Stop date if not the end of the school year:
Physician's Signature Date Physician's Printed Name

Physician's Phone #: Fax: Address:

To be completed by parent/guardian:

I request and give permission for (name of child): to received the above medication(s) at school according to
standard school district policy and for the physician('s) /staff and school district staff to share information needed to assist my child with medication needs. (Schools
require parent/guardian to bring medication in its original container).

Parent/Guardian signature Date
Color: White 11/23/04




5330 F1
Permission to Administer Medication

Periodically, the school is requested to administer medication to students. In doing so,
the school must follow guidelines set by the State of Michigan and Board of
Education policy. It is necessary that the form (found on the reverse side) be
completely filled out with physician's and parent or guardian's signature. All
medication must be in the original container and should be brought to the school
office by an adult. At the end of the school year, leftover medications should be taken
home by an adult, or they will be destroyed. This form is also used for over the
counter medication such as cough drops, cold medicine, aspirin, etc. A new form must
be on file for each school year.



