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MEDICATION ADMINISTRATION ORDER/PERMISSION FORM 
 

Student's Name___________________________________ Date of 
Birth_____________________________ 

Diagnosis_______________________________________________________________________________
_ 

Name of 
Drug/Medication___________________________________________________________________ 

Dosage to be 
given________________________________________________________________________ 

Time to be 
given__________________________________________________________________________ 

Purpose of 
medication______________________________________________________________________ 

Duration of 
therapy________________________________________________________________________ 

Anticipated Adverse 
Reactions_______________________________________________________________ 

 
___________________________________________________________________ 
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We give our permission for the above drug/medication to be administered to this student by the school nurse. 

Attending Physician's 
Signature______________________________________________________________ 

Date_________________________________ 

Parent 
Signature__________________________________________________________________________ 

Date_________________________________ 

Approved by School Chief Medical Officer Yes _________ No__________ 

Signature____________________________________________________ 

Date_________________________________ 
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