Medication Administration Permission Slip

Student Name: ’ ‘

Grade/Class: ’ ‘

Medication Name: ’ ‘

Dosage: ’ ‘

Time to be Given: ’ ‘

Duration (dates/times): ’ ‘

Prescribing Physician: ’ ‘

Parent/Guardian Name: ’ ‘

Contact Number: ’ ‘

I hereby give permission for the above medication to be administered to my child as prescribed.

-

Parent/Guardian Signature: ’

Date: ‘
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