
 
 
________________________________________    _______ ______________ ________ 
Student’s Name         Sex  Date of Birth  Age 

 
This form is to provide medical and parental authorization for medication or medical treatment to be provided during 
school hours. Both the Physician and Parent/Legal Guardian portions of this authorization form must be completed 
entirely, signed and returned to the school before the medication/treatment may be administered. 
 
The following section is to be completed by the prescribing Physician: 
The student named in this document is under my medical supervision for the diagnosis described below. I have 
prescribed the following medication/treatment, which is necessary to be given in school. I am aware that non-medically 
trained staff may administer this physician prescribed service. 
 

 
 
 
 
 
 
 
 
 
 
 

Physician’s Name:____________________________Phone number:________________ 
 

Physician’s address:_______________________________________________________ 

 

Physician’s signature:__________________________Date:________________________ 
 

The following section is to be completed by a Parent/Legal Guardian:  
 

I hereby grant permission to the principal or his/her designee of Kendall Christian School to assist in the administration 
of the above prescribed medication and/or treatment of my child while in school and away from school while 
participating in official school activities (F.S. 232.46). It is my responsibility to notify the school if and when these 
orders change. I understand the law provides that there shall be no liability for civil damages as a result of the 
administration of such medication and/or treatment where the person administering such medication and/or treatment 
acts as an ordinarily reasonably prudent person would under the same or similar circumstances. 

 
Name:_______________________________________________Relationship:__________________ 
Emergency phone: _______________ Home phone: ______________ Work phone: _____________ 
Address: __________________________________________________________________________ 
Signature: ____________________________________________________Date:________________  
 
Additional forms are available at the office. 

 

Diagnosis: ____________________________________________________________________________________________ 
 

Medication: __________________________________________ Dosage: ____________________ Route: ______________ 
 

Frequency given (include times in and out of school): ________________________________________________________ 
 

Time to be given at school: ______________________________________________________________________________ 
 

Side effects:  __________________________________________________________________________________________ 
 

Purpose of medication: _________________________________________________________________________________ 
 

Length of time (duration) medication/treatment is recommended: _____________________________________________ 

Medication/Treatment 
Authorization Form 

2012-2013 
 



 

 

 
 
 
Dear Parent/Legal Guardian: 
 
If your child needs to have medication(s)/treatment(s) given during the school day, State 
Regulations and our School Board Policy require that you and your doctor provide written 
permission for administration of both prescribed and over-the-counter medication(s) or 
treatment(s). 
 
(Medication refers to only those prodcuts which have been approved by the “Food and Drug 
Administration” (FDA) for use as a drug.) 
 

 Prescription medications must arrive in its container with the original, unaltered 
prescription label attached. The label must display all legal information required for a 
pharmacist to dispense a prescription medication such as valid issue and expiration 
dates, the patient’s name, the medication name and dosage instructions, and the 
doctor’s name. 

 Over-the-counter medications must arrive in the original store-issued container. Please 
take the time to label the container with your child’s name and birth date, the date you 
send the medication to school and dosage prescribed by the doctor. 

 The medication/treatment authorization on the reverse side of this document must be 
completed entirely and accompany any medication (either prescribed or over-the-
counter) to be given to your child in school. Both a parent/legal guardian and the 
prescribing doctor must sign the form. Staff will not be able to administer medications 
to your child without this written consent. 

 A parent/legal guardian must hand carry medication to the Front Office. The Front 
Office staff upon receipt will verify the quantity of each medication. Do not send 
medications to school with your child. 

 
Thank you for assisting us to provide safe medication/treatment administration for your child 
during the school day. 
 

Please see the reverse side of this document for “Authorization Form” 
 
 
 

 
 
 
 


