
PARENT’S REQUEST FOR GIVING MEDICATION AT SCHOOL   
 

I have completely read and understand the Jackson R-2 District’s Medication Administration                       
Guidelines and am requesting the nurse and assistive personnel to give the medication listed below. It is                                 
my responsibility to notify the school nurse of any changes in my child’s medication during the school                                 
year.   

Student: ______________________________________ Grade: ______ School: ________________________ 

Name of Prescribed Medication: _______________________________________________________________ 

For treatment of: _______________________________________  

Exact Dosage: ______________________ Time to be Given: _______________  

Date to Begin: _____________________ Date to End: __________________ Number of pills delivered: ______ 

Name of Pharmacy: ______________________________________ Phone: ___________________________ 

Name of Physician: ______________________________________ Phone: ____________________________ 

Who will pick up unused medication: ___________________________________________________________ 

Parent/Guardian Signature: ___________________________________________ Date: ___________________  

Phone: ______________________________  

Medication Updates:  

Date:_________________ Changes: ____________________________________________________________ 
_____________________________________________________________________________________________ 

Parent Signature: __________________________________ Nurse Signature: _______________________________  

Date: ________________ Changes: ____________________________________________________________ 
_____________________________________________________________________________________________ 

Parent Signature: __________________________________ Nurse Signature: _______________________________  

Date: ________________ Changes: ____________________________________________________________ 
_____________________________________________________________________________________________ 

Parent Signature: __________________________________ Nurse Signature: ___________________________ 
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    ​  Medication  

Date Received/Returned Initials 

 
_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 

_________________ _______________ ________________ 
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