
Name of Student: ________________________________________ Sex: ______ Date of Birth: _____________

School: _________________________________________ Grade: ________ Year of Graduation: ___________

Diagnosis: _________________________________________ Food/Drug Allergies: ______________________

Other Medications Taken by Student: ___________________________________________________________

Parent/Guardian Name: _____________________ Cell #: _________________ Work #: __________________

Name of Licensed Provider: ______________________________________ Business Ph.: _________________

In case of emergency, if parent not available, please notify: Name: __________________________________

Home #: _______________________ Cell #:________________________ Work #: ______________________

PARENT/GUARDIAN CONSENT
I give consent for the above medication to be administered by the school nurse. I give permission for the
school nurse to share information relevant to the prescribed medication as he/she determines appropriate for
my child’s health and safety.  Yes   No

I give permission for the school nurse to delegate this medication to a trained staff member to be administered
to the student on the day of a field trip.  Yes   No

I give permission for my child to self administer medication. If yes,  additional guidance and documentation will
be provided by the school nurse. Yes   No

I understand that I may retrieve the medication from the school at any time and that the medication will be
discarded if it is not picked up within one week following the termination of the order or on the last day of
school.

Parent/ Guardian Signature: ____________________________________ Date: ____________

School Nurse Signature: ________________________________________Date: ____________
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