
HSM 0007-0809 

PRINCE GEORGE COUNTY PUBLIC SCHOOLS 

Authorizat ion for Medicat ion Administrat ion at  School 

 

With  t h e  ex cep t ion  o f  a ce taminophen ,  ibupro f en ,  and  naproxen ,  a l l  med ica t ion  admin i s t e red  a t  s choo l  

sha l l  r equ i re  t h e  comp le t i on  o f  t h i s  au thor i za t i on  fo rm by  pa ren t /guard ian  and  l i cen sed  p res cr iber .  
  

(A  s epara t e  pa ren t  au thori za t i on  f o rm i s  requ i red  f o r  t h e  a fo remen t ioned  med ica t ions . )  

PARENT/GUARDIAN SECTION 

 

Student __________________________________  DOB____________  Medication Allergies ____________________ 

 

I, ____________________________________________, parent or legal guardian of above student, request that the 

principal’s designee at _________________________________ School administer the below prescribed medication to 

my child.  I give the principal’s designee permission to contact the licensed prescriber if necessary.  In signing this form, 

I am agreeing to hold the school and its personnel free from any legal action that might arise from this arrangement.  

 
I also understand that I am to abide by the school division regulations as stated below: 

• It is my child’s responsibility to come to the clinic to take his/her medication. 

• Parent or guardian must bring medication into school office or clinic. Medication cannot be transported on buses or by 

students. 

• The first dose of a new medication should be given at home. 

• Prescription medication must have a current prescription label that corresponds with the written authorization below. 

• Over-the-counter medication must be in the original, unopened container, labeled with student’s name. 

• Any changes in a medication require a new written authorization and corresponding change in the prescription label. 

• Parent or guardian must provide medications/equipment required to administer medications or provide special medical care. 

• Left over medication must be picked up at the end of the school year or it will be discarded.  
 

Parent/Guardian Signature ______________________________________________  Date _______________________ 

 

Parent/Guardian PRINTED Name _____________________________________________________________________   

 

Home Phone ______________________  Work Phone _____________________  Cell Phone _____________________ 

LICENSED PRESCRIBER SECTION 

(Must be completed by Physician / Dentist / Nurse Practitioner / Physician Assistant) 

 

I certify that, in my opinion, it is medically necessary that the medication prescribed below be administered to  

___________________________________________ (Name of Student) during school hours and that this medication  

may be administered by school personnel. 

 

Prescription: Medication: _________________________________________________________________________ 
 

Dosage, Time and Route: ______________________________________________________________ 
 

Duration: ___________________________________  Date of Prescription: ______________________ 
 

Diagnosis Requiring Medication: ________________________________________________________ 
 

Possible Side Effects: ________________________________________________________________________ 
 

Special Handling Instructions:_________________________________________________________________ 

 

Prescriber Signature____________________________________________________  Date _______________________ 
 

Prescriber PRINTED Name __________________________________________________________________________ 
 

Prescriber Phone _______________________________________  Fax _______________________________________ 
 

Prescriber Address _________________________________________________________________________________ 


