
​Circle of Life Academy​

​AUTHORIZATION FOR​​PRESCRIPTION​​MEDICATION ADMINISTRATION​​FORM​

​STUDENT NAME_________________________  GRADE________________  SCHOOL ____________​

​PRESCRIPTION MEDICATION:​
​Parents of students requesting prescription medication to be given to their child during school hours by​
​school staff are required to provide the school with the following information:  1. The Doctors’ signed​
​order  2. A signed parent consent 3. Medication must be supplied in the original pharmacy labeled​
​bottle.​

​**Please Note- IF these meds are not picked up at the end of the school year we will destroy​
​them.​ ​______________ (Parent Initials)          Expiration Date of Medication_____________________​

​Physician/licensed prescriber’s order for Medication Administration by School​
​Personnel​

​Other considerations/directions:​
​_____________________________________________________________________________________________​

​Start date: ________________________________​ ​Stop date: __________________________________​
​(​​All authorizations expire at the end of the school year or following the summer school session.)​

​________________________________    __________________________________  _________________________​
​Signature of Physician/Licensed Prescriber​ ​Print Name of Physician/Licensed Prescriber​ ​Date​

​________________________________  ___________________________________  _________________________​
​Clinic Address​ ​Phone​ ​Fax​


