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Student Name___________________________________________________ Birth date__________________ 
 
Grade_____________________ Teacher________________________________________________________ 

 
Provider Order: 
I hereby request and authorize you to give: 
 Medication   Dosage   Time   Duration 
1.________________________________________________________________________________________ 
 
2.________________________________________________________________________________________ 
 
3.________________________________________________________________________________________ 
 

4.________________________________________________________________________________________ 

Inhalers and Epi-Pens:  Has this child received instruction and permission for self-administration?  
Yes_______   No_______ 
 
Provider Signature:  _______________________________________________     Date____________________ 
 
Print Provider Name:  ______________________________________________   Phone#__________________ 
 
Clinic Name & Address:  ____________________________________________    Fax#____________________ 
 

Parent/Guardian Authorization for prescription medication: 
1. I request that the above medication be given during school hours as ordered by this student’s healthcare 

provider. 
2. I release school personnel from any liability in relation to this request when the medication is given as 

ordered. 
3. We will notify the school of any change in the medication. (dosage change, medication is discontinued 

before the time stated in the physician’s order) 
4. I give permission for the school nurse to have communication with teachers about the action and side 

effects of this medication. 
5. I give permission for the school nurse to consult with the above named student’s healthcare provider 

regarding any questions that arise with regard to the listed medication or medical condition being treated 
by this medication. 



6. Field trips-I give permission to the assigned teacher/responsible adult to administer the medication on a 
field trip, as necessary. 

7. I release school personnel from any liability in relation to the proper administration of this medication at 
school. (Administration will be done by the school nurse or staff member designated by the school nurse) 

8. I release school personnel from any liability if the medication is not given to the school nurse/office 
personnel and stored in the health office.  

9. I understand the medication must be supplied in the original container. 
 

Signature of parent/guardian:  ________________________________________________   Date___________ 
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