
Parent Request for School Assistance in Administering Medication 

 

 
 

 
 

Student Name:_____________________________________________ School ID: _______  Room number: _____ Grade: ____  
 

Parent/Guardian Name and Phone #: ______________________________________________________________________ 

The criteria listed below is required prior to administering medications at school.  
 

1. Parent or guardian must administer the first dose of any medication.  

2. This authorization form must be turned and on file with the school nurse or principal (MUST BE COMPLETED ENTIRELY).  

3. Doctor’s prescription order OR a doctor’s signature on this form is required IF your child’s medication has special instructions 

(such as specific time of day to administer “give at 8am” or “give at Noon”, or is needed for longer than 10 days). 

4. ALL MEDICINES MUST BE IN THE ORIGINAL PHARMACY CONTAINER with original prescription label including: student’s name, 

the name of the drug, instructions for taking the medication, the prescription number, and name of prescribing physician, (you 

may ask your pharmacist for an extra “SCHOOL SUPPLY” container).  

5. A responsible adult must bring only the amount of medication required for school doses to the school and refill as needed. You 

must pick up left over medication from the school when no longer needed.  

6. Over the counter (OTC) medications and topical ointments must be in the original container, not expired, and given according 

to the manufacturer recommendations, unless there is a doctor’s prescription. If requesting long-term storage of OTC 

medications for use on an as-needed basis, a specific doctor’s order and/or signature is required on this form. 
 

------------------------- Please fill out the following information and sign for authorization-------------------- 
******Only one Medication per sheet please.****** 

Complete Medication order and directions (must match prescription order on 
container or be within recommended manufacturer dosing directions) 

School Dose 
TIME 

Start Date and 
Stop Date 

(School use) 
Beginning 

Medication 
Count 

Staff/Witness 
Initials 

 

 Start____________ 
 

Stop____________ 
   

Purpose of Medication/Diagnosis: Possible Side Effects: Other Administration Requirements:  Storage: 

 

 

________________________________________          _________________________                ____________________ 
Physician’s Signature       Office#                                                        Date: 

 

I, the undersigned parent or guardian of __________________________________ DOB: ________________ ,   

request the assistance of the Beeville Independent School District in administering the medication, as written above,  

to my child. I request that medication for my child be kept under the control of the principal or their designated staff, 

and that it be made available to my child to be given as ordered. 
 

I realize the school cannot, in any way, accept responsibility for the administration of medication to the above named 

student nor for any condition resulting from the child's failure to procure such medication. The child and I accept full 

responsibility for such medication and for the administration of the medication to the child. 
 

I understand that a responsible adult must bring medications to principal or person designated by the principal and I 

will not send medication alone with my child.  

Parent/Guardian: Please answer the following questions  
1. List of Food/Drug/Environmental Allergies: ______________________________________________________________________ 

2a. Has the first dose of this medication been given at home?     Yes      No    2b. Any reactions noted?     No       Yes, describe ____       

____________________________________________________________________________________________________________ 

3. List of all medications currently taken (include how often): __________________________________________________________ 

4. Other health problems/diagnosis:______________________________________________________________________________  
 

 

 

 
 

Parent/Guardian Signature: _____________________________ Relation: _________ Date: __________ 

*Every effort should be made to avoid administering medications while at school. ONCE DAILY, and TWICE DAILY MEDICATIONS MUST 

BE GIVEN AT HOME, exceptions for emergency medications such as asthma inhalers, Epi-Pens, Diastat, and specific doctor’s orders. 


