
Medication Administration Authorization Form

Student Information
Student Name:________________________________________________________________
School: ________________________________________ Student ID:____________________
DOB: __________________ Grade: __________________ Teacher: ___________________

Mediation Information
Medication: _________________________ ☐ Non Prescription (Non-Alcohol Content)
Dose (How Much):____________________ ☐ Prescription
Frequency (How Often):________________ Rx Number __________________
Administered By (Circle One): Mouth Ear Eye Nose Skin
Time: __________________________ Start Date: __________ End Date: __________
Reason for Medication:__________________________________________________________
Special Instructions: ___________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Self Administer Agreement
Students who are developmentally and/or behaviorally able, will be allowed to self-administer
prescription and non-prescription medication, subject to the following:

1. This permission form must be submitted for all self-medication of all prescription and
non-prescription medications.

2. All prescription and non-prescription medications must be kept in its appropriately
labeled, original container, as follows:

a. Prescription labels must specify the name of the student, name of the medication,
dosage, route, and frequency or time of administration and any other special
instructions. Physicians consent for self administration is to be on the label or on
the medical consent form.

b. Non-prescription medication must have the student’s name affixed to the original
container.

3. Sharing and/or borrowing of medication with another student is strictly prohibited.
4. Permission to self-medicate may be revoked if the student violates school district policy

governing administration of non-injectable medication and/or these regulations.
Note: To self administer non-prescription medication, the non-prescription medication
must be essential so that the student may remain in school.

☐ Please allow my child to self-administer this medication.
☐ Please allow staff to administer this medication.

Parent/Guardian Signature: _______________________________________ Date: ____________

SLSD Health Aid: _______________________________________________ Date: ____________

***Parents are required to pick up the medication by the last day of school. All medication left at the
school will be discarded.


