
    AUTHORIZATION FOR DISPENSING MEDICATION 
 
 

Parent or Guardian 
 
I request that my son/daughter ____________________________________ Grade ________, a student at  
St. Stanislaus School receive medication as prescribed by Dr. ___________________________________ 
in the form below. My child’s date of birth is _______________________________________ 
 
The medicine is to be furnished by me as designated in the medication policy of the Diocese of Fall River,  
Department of Education.  
 
I understand that the school is rendering a service and does not assume any responsibility in this matter. 
 
     Signature__________________________________________________ 
                    
     Date ____________ Phone #s __________________________________ 
 
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++ 
 
Whenever possible, medication should be given at home and every effort made to avoid school hours.  
 
Physician  
 
I request that my patient receive the following medication: 
 
Name of Pupil __________________________________ (DOB) ______________________________ 
 
Name of Medication ____________________________ Diagnosis _____________________________ 
 
Prescribed Dosage ____________________________________________________________________ 
 
Time and method to be taken during school hours ___________________________________________ 
Expected duration of treatment __________________________________________________________ 
Possible side effects and adverse reactions _________________________________________________ 
___________________________________________________________________________________ 
Other recommendations ________________________________________________________________ 

 
 
 

 Signature_______________________________________________ 
 
 Date ________________ Phone # ________________________ 



Request for Office to Administer 
OTC Medication To A Child 

 
 

Child’s Name ____________________DOB______________ 
 
I request that _______________________ be administered to 
my child.  
 
Directions for administering the above-mentioned medication:  
 
 
Time: __________________________________________ 
 
Amount: ________________________________________ 
 
Duration of this request: ___________________________ 
 
Specific instructions: ______________________________ 
 
 
 
_____________________________                  ___________ 
Parent’s signature       Date 
 


