DuQuoin Comm. Unit School District #300 • 845 East Jackson Street • DuQuoin, Illinois 62832 

 Phone: (618) 542-2646 X1060 • Fax: (618) 542-4910 
School Medication Authorization Form

(Medications dispensed by the school)

To be completed by the student’s parent/guardian:

Student’s name: ____________________ Date of Birth: _____ Grade & Teacher: ________

Parent request for administering medication at school and release from liability



     I/We the undersigned parents/guardian of the above child hereby request  



 the DuQuoin Community Unit School Board to allow indicated child to be given

          medication prescribed as above under the supervision of school personnel. I/we



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



 We hereby release, relieve and discharge the DuQuoin Community Unit Schools 



 and/or any of its agents or employees, from any and all liability for any injury or 



 damage to the health of indicated child arising out of, or resulting from the



 necessity of indicated child having to take medication during school hours.



     I/we have read, and understand, and agree to the school’s regulations 



 concerning giving medication at school and hereby grant permission for exchange

   

 of health information between school and physician, physician’s assistant, or 


 nurse practitioner.

Parent/guardian signature ______________________________________ Date ____________

♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦
To be completed by physician/physician’s assistant/nurse practitioner:

I, ___________________ (printed name of provider) am requesting the above named student take the following medication during school hours:


Diagnosis Requiring Medication: ______________________________________


Name/Type of Medication: ________________________  Dosage: ___________


Frequency: ___________ Possible Side Effects: __________________________










   __________________________










   __________________________










   __________________________


Contraindications: _________________________________________________


Order Date: ________ Discontinue Date: _______ Provider Phone #: _________


Provider Signature: _________________________   Date: _______________

