Medication Permission Form

Over the Counter (OTC) Medication Request For Medications to Be Administered for Greater Than Three Consecutive School Days
To Be Completed by Parent/Guardian

I, __________________________, the parent/legal guardian of ___________________,

request that the clinic attendant/school nurse or principal’s designee(s) administer the  medication listed below to ________________________________ during school hours and at the times indicated.  I agree to furnish said medication in the ORIGINAL container.  I understand and accept that Northstar Academy, its employees, agents, or designees are not responsible for any effects of the medication administered.

_______________________________________ 
_________________

Signature of Parent/Legal Guardian


Date
To Be Completed by the Physician

I certify that, in my opinion, it is medically necessary that the medication described below be administered to __________________________ during school hours and that this medication may be administered by school personnel.

Medication: ______________________

Dosage and time: ______________________

Duration: _________________________

Diagnosis/Reason for medication: ___________________________________
Physician office and emergency phone numbers ______________________________

_____________________________________

________________

Signature of Physician




Date

