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Permission for Medication

Medication should be taken only when the student’s health requires that they be given 

during school hours.  All medication brought to school must be in the original container 

listing the ingredients, dose schedule, and student’s name.  Prescription medications 

must be in a pharmacy labeled container.  Parents or guardians are responsible for 

bringing medications to school and removing them.  If medication is to be carried by

student (i.e. inhalers for asthma) or if herbal, this must be indicated by the physician. 

Name of Student _____________________________________________________________

School _________________________  Teacher ______________________ Grade ________

Medication ___________________________ Reason Medication Needed _______________

Dose _____________(mg, tsp, tablets)   Method (mouth, topical, ect.) ___________________

Time of administration ______________________ Discontinuation date _________________

Parent/Guardian ____________________________ Address __________________________

Phone Number #1 __________________________ Phone # 2 _________________________

It is understood that the medication is administered solely at the request of and as an

accommodation to the undersigned parent or guardian.  In consideration of the acceptance

of the request to perform this service by any person employed by the White County Board of

Education, the undersigned parent or guardian hereby agrees to release the White County Board

of Education and its personnel from any legal claim which they now have or may thereafter have

arising out of the administration or of the failure to administer the medication to the student.

Self-Administration of Medicines
________________________________________ (Name of student) is competent to self-administer this medication with the assistance of school personnel and is granted my permission to take the above medication as directed.  I hereby grant White County School System permission to release or obtain from the listed physician any medical information related to this medication or reason for this medication.

Date __________________    Parent/Guardian Signature ______________________________ 

Physician’s Name __________________________ Address ____________________________

Phone ______________________________

Physician’s Signature (if medicine required to be carried) ________________________________
Phone ________________________________

