
REQUEST FOR ADMINISTRATING MEDICATION AT SCHOOL 

AND RELEASE FROM LIABILITY 

 

(This must be returned to school with child's prescription medication.) 

 

 

I/we, the undersigned parents/guardian of the minor child ______________________, a student 

at St. Dominic School, hereby request St. Dominic School to allow said child to attend school in 

spite of his/her special health problem and to be given medication prescribed by 

_________________________________ from ________________ to _____________________ 

under the supervision of school personnel. 

 

 

The medicine is to be furnished by me and labeled by the physician or pharmacist with said 

child's name, doctor, drug store, name of drug, and the specific time it is to be given at school.  

I/we assume all responsibility for any mistake in furnishing an incorrect dosage.  

  

 

For and in consideration of allowing said child to attend school in spite of his/her special 

problem, we hereby release and discharge St. Dominic School and/or any of its agents or 

employees from any and all liability for any injury or damage to the health of said child arising 

out of or resulting from the necessity of said child having to take medication during school 

hours. 

 

 

I/we have read, understand, and agree to the school's regulations concerning giving medication at 

school. 

 

 

 

Signature____________________________________________   Date____________ 

 

Signature____________________________________________   Date ____________ 

 

Address_______________________________________________Phone__________ 

 

 

 

*  Statement to be filled out by physician is on the reverse side. 

  



_STATEMENT OF PHYSICIAN 

 

(To be completed and returned with student’s medication.) 

 

 

Student's Name: ____________________________________________ Grade: _____  

 

Diagnosis:_____________________________________________________________ 

 

Name of Medication:_____________________________________________________  

 

Dosage: ________________________________ Method: _______________________ 

 

Time of Administration: ____________________  Date to Discontinue: _____________ 

 

Predictable Side Effects:__________________________________________________ 

 

Contrainications:________________________________________________________ 

 

Physician's  Signature:_____________________________________ Date: _________ 

 

Address:_________________________________________ Phone:_______________ 

 

 

 

 

MEDICATION LOG 

 

 

Date    Time      Dosage        By Whom             Comments 

 

____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 
 


