
Request for Administration of Medication 

Our Lady of Mount Carmel School 

Notice to Parents:  Parent/Legal guardian must bring medication to school in a container that is appropriately 
labeled by pharmacy.  Students are not allowed to transport medication to and from school.   

 
Today’s Date ________________________         Student’s Date of Birth _________________________ 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 

GUIDELINES FOR PRESCRIBING MEDICATIONS TO BE ADMINISTERED 
TO STUDENTS DURING THE SCHOOL DAY 

1. Whenever possible, avoid prescribing medication for administration during school hours. 
2. Schools are required to have appropriately labeled pharmacy containers.  These are kept locked in 

the school clinic.   
3. Any change of prescription requires new written orders from prescriber. 
4. Carrying of inhalers is discouraged for young children, because they are easily lost or forgotten at 

home, leaving the student without medication.  Middle school students participating in after school 
activities, may carry if they have physician and parent permission.   

5. Orders may be sent by FAX if desired – 757-596-1570. 
 

 

Name of Student (Last, First)   _______________________________________________________ 

Medication                   Diagnosis/Reason for Administration 

_______________________________________        ______________________________________ 

Dosage      Time to Administer 

___________________________________________________________ ___________________________________________________________ 

Route of Administration and any special instructions 

 

 

Start Date ________________________________ End Date ______________________________ 

Physician/Nurse Practitioner/Dentist Name (print)       Phone Number 

_______________________________________________________________________________________________________________________ 

Physician/Nurse Practitioner/Dentist Signature 

 

PARENT/LEGAL GUARDIAN: I give permission for the school to administer the medication as 

prescribed above.  I also give permission for the school to contact the above health care provider 

regarding the administration of this medication. 

Signature – Parent/Legal Guardian   Date 



 


