AUTHORIZATION FOR MEDICATION FORM
Child’s Name:________________________________________

Doctor:___________________________ Has seen my child and

prescribed _____________________________ to be taken at

breakfast_______________________ dosage_____________, and

lunch__________________________ dosage_____________.

I give Willacoochee Elementary School Nurse and staff permission to give my child the above medication.  Also I understand that prescription medication that is not picked up by 30 days after medication is discontinued or by the end of the school year will be destroyed according to established procedure.  I also understand that a parent should bring all medication to the nurse and that the nurse can not send medication back and forth with the student.  Students are not allowed to take their medication home from school.  A parent will have to pick up any medication if needed at home.

______________________________________     _____________

PARENT/GUARDIAN SIGNATURE                       DATE
