Erie’s Public Schools
 
Parent Medication Administration Consent 
 
 
Student Name: ___________________________    DOB: ______________  
 
School Year: ______________     School: ___________________   Grade: ___________  
   
In accordance with school policy, medication(s) should be given at home before and/or after school. However, when this is not possible, prior to receiving the medication(s) at school, each student must provide the school nurse with a Medication Administration Consent form signed by the student’s parent/guardian and a Medication Order from a licensed prescriber. All medication(s) must be in the original prescription bottle/container from a pharmacy.  
  
Parent/Guardian Consent:  
  
I give my permission for my child, ________________________________, to receive medication(s) ordered by a licensed prescriber during the school day. I understand that the medication(s) will be given by school health personnel according to my child’s licensed prescriber’s directions.  
   
Parent/Guardian name printed: __________________________________________      
 
Parent/Guardian signature: _____________________________________________ 
 
Date:_____________________    Phone: ___________________   
  
 
*This form must be completed for any medication to be administered. 
**This form shall expire at the end of the school year listed above and must be resubmitted at the beginning of each school year. 
***Any additional questions, please contact your school nurse. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
Erie’s Public Schools
 
Licensed Prescriber Medication Order    
 
MUST BE COMPLETED BY PHYSICIAN’S OFFICE ONLY 
 
 
Patient’s name: ___________________________________            Date:  ____________________  
 
Name of medication(s):  ______________________________________ 
 
Diagnosis for medication(s) being administered: ____________________________________ 
 
Route and dosage:  __________________________________________________________  
 
Time of administration: ______________________________________________________ 
 
Can the times be adjusted to accommodate school schedule: _______________________  
 
Directions: __________________________________________________________________  
 
Discontinuation date: __________________________ 
(Not to exceed the current School calendar year, including Summer School Programming) 
 
Side effects:  __________________________________________________________________  
Other prescribed medication(s): _________________________________________________ 
This medication has been prescribed by me and it is realized that the container MUST be clearly labeled with the name of the medication(s), the amount to be given, the time of day to be given, and the duration of treatment. The parent is responsible for taking a periodic supply to the school to be dispensed by the appropriate professional school personnel, as so designated by the Erie School District. The medication(s) is to be given in school because the medication(s) must be taken at a time when the child is in school, and another time is not feasible. 
Licensed prescriber name printed: _________________________________________  
Licensed prescriber signature:  ____________________________________________  Phone:  _____________________ 
 	 
