Homeroom Teacher ___________________________
Phone:  Work___________________________
Home ___________________________

Cell  __________________________

Date _________________

I give my permission to the school nurse and office personnel to administer medication to my son/daughter, __________________________________________________.
                                                 ( Students Name)
Parent ‘s Signature :_____________________________________________

Name of Medication:____________________________________________

Dosage and Time to be given:_____________________________________

I give permission to the school nurse and office staff to call and or receive verbal instructions regarding missed scheduled medication at home.

**Please note that if medication needs to be taken home after school, it must be picked up by parent or authorized adult. It will not be sent home with the student.
