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Permission to Administer Single Medication  

 
Student Name:                                   ____________________ DOB: ___________ Grade/HR: _________              

                                         

To Be Completed By Health Care Provider 
 

Diagnosis___________________________________________________________________________ 
 
Medication _____________________________Dose _________ Route _________ Time(s) _________ 
 
 
All medication should be given as close to the prescribed time as possible, however may be given up to 
one hour before and no later than one hour after the prescribed time. Please advise the school if there 
is a time-specific concern regarding administration of the medication. 
                                                                                                                               
If the morning dose is not given at home, the school nurse may administer morning dose of 
______________________________ after verbal or written notification from parent. Please advise 
parent to send in additional medication.  
 

Name and Title of Licensed Prescriber (Print) ______________________________________________    

Prescriber’s Signature ______________________________Date __________Phone_______________    

 
 

                                                     To Be Completed By Parent 
 

I give permission for the above medication to be administered to my child as ordered by my health care 
provider.  I will furnish the medication in the original pharmacy container, properly labelled with 
directions and dosage, or original over-the-counter medication container/packaging with my child’s 
name on it. 

 

Parent/Guardian Signature ________________________________________ Date _______________ 
 

 
 


