
Student First Name: Last Name:

Birth Date:

Medication:

Possible Side Effects

Special Instructions:

I request this medication be given at school as prescribed by the above physician. Medication

information may be shared with school personnel working with my child and with 911 personnel, if

they are called. All medications will be kept in the health office. 

Morning medication dose, 

Dose: Time:

Print Physician’s Name & Address:

ADMINISTRATION OF ANY MEDICATION DURING THE SCHOOL DAY

Parent/Guardian Signature Date

Parents of students requesting that any medication be administered during school hours by
school staff are required to provide for the school:

1. The physician’s order, 

2. a parental release, and
 medications supplied in the original container.  Please ask the pharmacist for a second bottle

for school for prescription medicine

3.

PHYSICIAN’S ORDER FOR ADMINISTRATION OF MEDICATIONS

mg. to be given at school, only if student forgets to take it at home. 

For Treatment Of: 

Physician’s Signature: Phone:

Date:

PARENTAL REQUEST FOR ADMINISTRATION OF MEDICATION
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District Fax Numbers
Mound Westonka High School: (952) 491-8103

Grandview Middle School: (952) 491-8303
Shirley Hills Primary School: (952) 491-8403

Hilltop Primary School: (952) 491-8503


