
RENWICK USD 267 
 

MEDICATION USE FORM 
 
 

NOTICE TO PARENTS: 
 
Dear Parents: 
 
Students needing occasional medications, such as penicillin, ampicillin, etc., for colds, 
earaches and sore throats, are to take those medications at home, if possible.   
Medication this is prescribed three (3) times a day can be given before the student comes 
to school, after school and again at bedtime. 
 
Medications to be given at school must have a completed medication instruction form. 
Forms for your doctor to fill out may be obtained from the principal.  ALL medication 
That comes into the school must be turned in to the principal or school nurse. 
 
Any medication sent to the school without proper identification will NOT be given. 
 
We ask your cooperation, as we are primarily concerned with the safety and health of 
your child. 
 
Thank You. 
 
 
 
      ____________________________________ 
      School Nurse or Building Principal 



PERMISSION FOR MEDICATION 
 
 

Name of Student __________________________________________________________ 
 
School __________________________________________Grade __________________ 
 
Teacher _________________________________________________________________ 
 
Medication __________________________Dosage______________________________ 
 
Date medication started_____________________________________________________ 
 
Time of day medication is to be given _________________________________________ 
 
________________________________________________________________________ 
 
 
 
Date ___________________    ______________________________________________ 
      Signature of Physician 
 
 
----------------------------------------------------------------------------------------------------------- 
 
 
I hereby give my permission for ____________________________________ to take the 
above prescription at school as ordered.  I understand that it is my responsibility to 
furnish this medication.  I further understand that any school employee who administers 
any drug to my student in accordance with written instructions from the physician or 
dentist shall not be liable for damages as a result of an adverse drug reaction suffered by 
the student because of administering such drug. 
 
 
Date____________________    ______________________________________________ 
      Signature of Parent or Guardian 
 
 
NOTE:  The medication is to be brought to school in the original container 
appropriately labeled by the pharmacy, or physician, stating the name of the 
medication, the dosage, and times to be administered. 
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