>ol nurse or school personnel designated by the school nurse give:

, , prescribed by

(Name of Medication) ) (Dose) (Licensed Prescriber/Physician)

to at
(Student Name) (Time to be Given)

2. 1 give permission for my son/daughter to self-administer medication if the school nurse determines it
is safe and appropriate. ~ YES NO

PLEASE NOTE: Medication may be retrieved from the school at any time. Medication will be
destroyed if it is not picked up within one (1) week of termination of the order or one (1) week

Parent/Guardian Signature:

Relationship to Student: Date:







