
 

Permission Form for prescribing medicine (Parents to fill in) 
 
Child’s name: _____________Class: _________ Birth date: _____________ 
Medication: ____________________________ 
Allergies: _______________________________ 
Dosage: _______________________________________________________ 
Time of day medication is to be given: 
___________________________________________ 
Purpose of medication: 
__________________________________________________________ 
Start date: _________________ End Date: ___________________________ 
Parent Signature_______________________________________________ 
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__________________________________________________________ 
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