Authorization For Medication To Be Taken At School

The following information is to be completed by the parent or guardian: (Please print)

A new form needs to be completed for each new school year.

HOPE LUTHERAN SCHOOL


SCHOOL YEAR: __________
Student Name ______________________________ Grade _____ Birthdate __ /__ /__

Health Care Provider

Name: ___________________ Address: ____________________ Phone: ___________

I request that authorized persons at Hope Lutheran School assist my child in taking the medicine(s) described below:

Name of Medicine: _______________________________ Dose: __________________

Circle one:

Tablet/capsule
      Liquid        Inhaler       Injection
   Nebulizer
 Other ____________

If medicine is to be given DAILY: what time? ________________

(Student responsible to come to the school office to take medication)

If medicine is to be given WHEN NEEDED, describe indications:

	

	


How soon can it be repeated? _______________________________________________

Other information: ________________________________________________________

	
	

	
	


____
__________________________   ________________
__________________

Date
Parent/Guardian Signature
       Home Phone

Emergency Phone


