Parental Authorization for Medication

— Student Information

Student Name:

— Medication Information

Medication Name:

| |

Dosage:

| |

Time(s) to be Administered:

| |

Reason for Medication:

| |

— Parental Authorization

I hereby give permission for my child to receive the medication listed above at school as directed.

Parent/Guardian Name:

| |

’Signature: ‘

Date:

Submit
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