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Health Care Provider Authorization to Administer Medication in School 

Student first name Student last name Birth date 

   

Student’s medication must be kept in school health office unless physician specifies self-carry below.  Medications must 
be provided by parent/guardian in original container in which it was purchased.  If any medication, including over-the-
counter medications, are to be administered during school hours, this form must be completed by healthcare provider 
and parent/guardian.  When ordering prescription medication, please ask pharmacist to provide an additional empty, 
labeled bottle to be stored at school.  Medications cannot be given during school hours by health office without this 
form properly filled out.  Responsible students may carry one day’s dosage of over-the-counter medication in original 
packaging.  This is a privilege and can be revoked. Medications must be kept on their person and not shared with peers.     

Name of Medication  
 

Dosage  
 

Route  
 

Times given 
If this is PRN, please specify 
dosage, amounts per day, timing 
between doses 

Note to healthcare provider:  If this is PRN, please be specific on dosage, amount per 
day and/or timing between dosage. 
 
 
 

Special Instructions 
Must not say PRN as needed, be 
specific for reason to give 
medication 

Note to healthcare provider:  Please do not say ‘as needed’, be specific for the reason 
to give this medication.   
 
 
 

Purpose of medication  
 

Potential Side effects  
 

Self-Carry with Student? 
(except for controlled substances) 

{CIRCLE}         
 YES               NO 

End Date (if applicable)  
 

 
_____________________________________________ ____________________________________ _____________ 
Health Care Provider printed name                Health Care Provider signature                              Date 
 
Parent/ Guardian signature _____________________________________________       Date__________ 
 
School Nurse signature__________________________________________________     Date__________ 


