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CONSENT FOR MEDICATION FORM 
2024-2025 School Year
	
Date:	___________________
Student’s Name:  _____________________________
Known Allergies:  _______________________________________________
Name of Medication:  __________________________
Dose:  _____________________ Time to be given: ____________________
Teacher’s Name:  _____________________________
Medical Condition or Purpose for Medication: ____________________________________________________________________________________________________________________________________________________________________________________
Describe why medication is to be given “as needed” if this applies:
______________________________________________________________
How often can medication be repeated if “as needed”: ___________________
This medication will be taken from (date) ____________ to ______________

	Date
	Medication Dosage
	Amount
	Signature

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



We are NOT permitted to exceed the recommended dosage as stated on the original container of medication.
All medications must be brought to the school nurse to administer.
Students may NOT carry medications of any kind. If you have any questions, please contact Amy Hall 317-352-9196 ex. 10.
______________________     ___________________     _______
Parent/Guardian Printed Name		          Signature				 Date
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