
Authorization for Dispensing Medication  
 

Dear Health Care Provider and Parent/Guardian: 
 

The medication administration policy of Independent School District #206, Alexandria Public Schools, 
states that medication will be administered in schools only when a student’s health requires a 
medication during school hours.  Medications that are administered at school must be in an up-to-
date, pharmacy-labeled bottle or in the original container for over-the-counter (OTC) medications.  
Written authorization from the student’s parent/guardian and health care professional are required for 
both OTC (including cough drops) and prescription drugs.   Medications will be kept in a locked 
cabinet in the school health office and will be administered by or under the supervision of the licensed 
school nurse.  Whenever possible, medication should be given at home. 

                              
 
 
 
 
 
 

School:                                                    Telephone:                                           School Year: 
 
Student name: _____________________________________ Birthdate: ____________________ Grade:  

 
 
 
 
 
 
 
 

 
                                                                                        / 
                                          Signature                                        Printed Name of Physician/Licensed-Prescriber 
                                                              / 
                 Clinic Phone Number                                      Fax                                                              

 

**For emergency medication (Epi-pens or asthma inhalers) students may carry and self-administer with 

authorization by parent and MD. Please initial here for this if appropriate.   MD          Parent 
 

 
 

Parent/Guardian Authorization 
 

1. I request the above medication (s) be given during school hours as ordered by 
physician/licensed prescriber.  I also request the medication be allowed on field trips, as 
prescribed. 

2. I release school personnel from liability in the event adverse reactions result from taking the 
medication(s). 

3. I will notify the school of any changes in the medication(s). ( eg: dosage change, 
medication discontinued) 

4. I give permission for the school nurse to communicate with the child’s teachers about the 
child’s health condition(s) and the action of the medication(s). 

5. I give permission for the school nurse to consult with the above named student’s  
6. I give permission for the medication to be given by designated personnel delegated by the 

school nurse. 
Parent/Guardian Signature:  
Date:                                        
This authorization is in effect for the school year in which it is written unless otherwise noted here. 

Medication Condition Dosage Time Route Possible Side Effects 

      

      

      

      

Sincerely, 
 

Melissa Bright RN, LSN 

320-762-2141 ext. 4135 

Woodland     FAX  320-762-3301 
Miltona         FAX  1-218-943-5140 
Carlos          FAX  320-852-7538 
Garfield        FAX  320-834-32260 
Early Educ. Center   FAX 320-762-3306 

AAHS         FAX  320-762-7749 
Discovery   FAX  320-762-8347 
Lincoln        FAX  320-762-3321 
Voyager      FAX  320-762-3326 


