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Policy #5314 

Request to Administer Medication 
Complete one form for each prescribed medication.  Guidelines on reverse side. 

 

Student’s First Name _______________________ Last Name ______________________________  

Date of Birth_______________________________ Sex:  M  F 

School ___________________________________ Grade _________  

Parent/Guardian’s First Name __________________________________________________________  

Parent/Guardian’s Last Name __________________________________________________________  

 
To Be Completed by a Physician ~ 

Name of Medication/Treatment _________________________________________________________  

Reason for Medication/Treatment _______________________________________________________  

Administration Schedule (include parameters for PRN medications _____________________________  

__________________________________________________________________________________  

Dose _____________________________________________________________________________  

Possible Adverse Reactions/Side Effects:_________________________________________________  

For PRN Asthma Inhalers or Epi-Pens only, complete if applicable: 

 No  Yes – This child has been provided adequate instruction and is both capable of and 
responsible for self-administering this medication. 

 No  Yes – Due to the severe nature of this child’s medical condition.  I recommend that 
this child be allowed to have this medication in his/her possession and to use it as 
needed.  

 
Date of Expiration ________________________________________  Fax ____________________  

Physician’s Name ________________________________________  Phone__________________  

Physician’s Signature _____________________________________  Date ___________________  

 
I, the parent or legal guardian of the above named student, shall notify in writing the school principal if 
there is a cancellation of this medication.  I understand that I must submit a new request if this prescription 
changes.  I further give permission for designated school personnel to administer the above medication to 
my child or for my child to self-administer this medication if applicable. This form shall also permit 
designated school personnel to share and request relevant health information regarding the administration 
of this medication. Medications are NOT given by licensed medical personnel. 

Parent/Legal Guardian Signature ____________________________  Date ___________________  

Principal Signature________________________________________  Date ___________________  

 



 

Guidelines 
 
The "Request to Administer Medication" form must be completed for each prescribed medication and 
on file in the school office in order for your child to be allowed to take prescribed medication during 
school hours.  This written request form must include signature of the parent as well as the printed 
name and signature of the physician for the prescribed medication(s). 
 
Students may self-administer and carry in their possession, as needed, emergency or rescue 
medications, such as asthma inhalers or Epi-pens, provided that they have been adequately instructed 
by a medical provider and documented on the District Request to Administer Medication form.  
 
High school students may self-administer and carry in their possession over-the-counter (OTC) 
medications, provided that they do so appropriately and have the District Parental Consent Form for 
OTC Medications completed and filed in the school office.  Students will face disciplinary actions if 
he/she violates school board policy which prohibits the sharing and or selling of any medications. 
 
In order to provide maximum safety to students and others, the Franklin School Board has established 
a medication policy and procedures to guide parents and school personnel.  Medications should be 
administered to school age children at home whenever possible.  Further, the District does not 
administer any over-the-counter medications unless the OTC medication has been prescribed by a 
physician or a nurse practitioner. 
 
All medication must be provided to the school in its original container and be properly labeled. 
Medication containers must clearly state the information below: 
 

Prescribed Medications OR Prescribed Over-The-Counter Medications 
  
• Pharmacy label intact • Name of student 
• Name of student • Name of medication as listed on  
• Name of medication as listed on  

"Request to Administer Medication" form 
“Request to Administer Medication" form 

• Dosage to be given 
• Dosage to be given • Frequency of dosage 
• Frequency of dosage • Name of prescribing practitioner 
• Name of physician • Name and phone number of pharmacy 
• Name and phone number of pharmacy  

 
Parents are responsible for providing the school with supplies as needed for medication administration.   
In cases of non-ingested medications (e.g. inhalers, drops, topical, Insulin, Glucagon and Epi-pens), the 
school nurse must demonstrate correct administration to designated school personnel. 
 
If questions or concerns arise, do not hesitate to call the school Principal. 
 
Keep this form handy for use when you are requesting that your child receive medication during the 
school hours. 
 
At no time shall any student keep any medication in his/her possession, locker or desk, or self-administer 
medications without proper authorization (as documented on the request to administer medication form or 
parental consent form for over-the-counter medications for high school students). 
 


