
School Medication Authorization Form 
 
To be completed by the child’s parent(s) guardian and health care provider.  A new form must be completed every school year.   
 
Student’s Name:  _________________________________________________ Birth Date: __________________________________ 
 
Address: ____________________________________________________________________________________________________ 
 
Home Phone: __________________________________________  Emergency Phone:  _____________________________________ 
 
School: _______________________________________________ Grade: _________   Teacher:   ____________________________ 
 
To be completed by the student’s physician, physician assistant, or advanced practice RN: 
 
Physician’s Printed Name: _____________________________________________________________________________________ 
 
Office Address: ______________________________________________________________________________________________ 
 
Office Phone: _________________________________________ Emergency Phone: _______________________________________ 
 
Medication Name: ____________________________________________________________________________________________ 
 
Purpose: ____________________________________________________________________________________________________ 
 
Dosage: ______________________________________________ Frequency: ____________________________________________ 
 
Time medication is to be administered or under what circumstances: 

     
 
Prescription date:  _______________     Order date: ____________________   Discontinuation date: __________________________ 
 
Diagnosis requiring medication: _________________________________________________________________________________ 
 

Is it necessary for this medication to be administered during the school day?       Yes    No 
 
Expected side effects, if any: ____________________________________________________________________________________ 
 
Time interval for re-evaluation: __________________________________________________________________________________ 
 
Other medications student is receiving:  ___________________________________________________________________________ 
 
         ___________________________________________ 
                                                                                                                                  Physician’s signature                                   Date 
 
I hereby grant permission for the above named school to issue the medication routine described above for my child.  Any change in 
prescription or dosage will require a new permission slip to be completed.  ___________________________      ________________ 
                   Parent/Guardian Signature                     Date 
 
For only parents/guardians of students who need to carry asthma medication or an EpiPen: 
I authorize the School District and its employees and agents, to allow my child or ward to possess and use his or her asthma 
medication and/or epinephrine auto-injector: (1) while in school, (2) while at a school-sponsored activity, (3) while under the 
supervision of school personnel, (4) before or after normal school activities, such as while in before-school or after-school care on 
school-operated property.  Illinois law requires the School District to inform parent(s)/guardian(s) that it, and its employees and 
agents, incur no liability, except for willful and wanton conduct, as a result of any injury arising from a student’s self-administration of 
medication or epinephrine auto-injector.  If you agree please initial: _____________  Date: _______________________ 
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Administering Medicines to Students 
 
Students should not take medication during school hours or school-related activities unless it is  
necessary for a student’s health and well-being.  When a student’s licensed health care provider and 
parent/guardian believe that it is necessary for the student to take a medication during school hours or 
school related activities, the parent/guardian must request that the school dispense the medication to the 
child and otherwise follow the District’s procedures on dispensing medication. 
 
No School District employee shall administer to any student, or supervise a student’s self-administration 
of, any prescription or non-prescription medication until a completed and signed “School Medication 
Authorization Form” is submitted by the student’s parent/guardian.  No student shall possess or consume 
any prescription or non-prescription medication on school grounds or at a school-related function other 
than as provided for in this policy and its implementing procedures. 
 
A student may possess an epinephrine auto-injector (EpiPen) and/or medication prescribed for asthma 
for immediate use at the student’s discretion, provided the student’s parent/guardian has completed and 
signed a “School Medication Authorization Form”.  The School District shall incur no liability, except for 
willful and wanton conduct, as a result of any injury arising from a student’s self-administration of 
medication or epinephrine auto injector or the storage of any medication by school personnel.   A 
student’s parent/guardian must indemnify and hold harmless the School District and its employees and 
agents, against any claims, except a claim based on willful and wanton conduct, arising out of a student’s 
self-administration of an epinephrine auto-injector and/or medication, or the storage of any medication 
by school personnel. 
 
Nothing in this policy shall prohibit any school employee from providing emergency assistance to 
students, including administering medication. 
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