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MEDICATION FORM 
 
I authorise the teacher, or office staff in charge to administer the following medication to 
my child: 
 
Student’s Name: _________________________________________________________ 
 
Grade:  ___________ 
 
Medication:  _________________________________________________________ 
 
Dosage:  _________________________________________________________ 
 
Dates on which to administer medication: _______________________________________ 
 
___________________________________________________________________________ 
 
Times at which to administer medication: _______________________________________ 
 
___________________________________________________________________________ 
 
 
Signed: ______________________________  (Parent/Guardian) 
 
Date:  ____/____/______ 
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