


AUTHORIZATION FOR ADMINISTRATION OF PRESCRIBED
MEDICATION AND/OR TREATMENT

Instructions for Completion:

1. The Clinic Aide should complete the top section of the form with the demographic information about the
student.

2. The Physician then completes the center section with the prescribing information.

3. The bottom section is to be completed by the parent or legal guardian of the student involved. Parent’s
signature should be obtained only after the parent has reviewed the information on the form.

4. The original of the completed form should be filed in the student’s cumulative records. Copies of the
completed form should be distributed as follows:

a. Clinic Aide
b. Prescribing Physician
c. Parent
d. Any other appropriate individuals

The form should be renewed annually and also any time there is a change in the student’s medication and/or
procedure.
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