Affton School District

PRN MEDICATION FORM

Per district policy, students are not allowed to bring prescriptions medications to school.  All prescription medications must be brought to school by parent/guardian.  In order for medication to be administered at school, parents/guardians must complete and return this form with the original prescription bottle or manufacturer’s bottle with the student’s name.  I give permission to school personnel to administer the following medication to this student, which has been prescribed or recommended by his/her physician.

Name___________________________________________Teacher_________________

Name of medication ____________________________Amount to be given__________

Time to be given ______Number of days____ or Circle: Until further notice/school year

Purpose of medication _____________________________________________________

____________________________  _______________________________  ___________

           Name of Doctor                           Signature of parent/guardian                    Date
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Affton School District

DAILY MEDICATION FORM

In order for medication to be administered at school, parents/guardians must complete and return this form with the original prescription bottle or manufacturer’s bottle with the student’s name.   As per district policy, ALL prescription medication must be brought to school by a parent.  I give permission to school personnel to administer the following medication to this student, which has been prescribed or recommended by his/her physician.

Name___________________________________________Teacher_________________

Name of medication ____________________________Amount to be given__________

Time to be given ______Number of days____ or Circle: Until further notice/school year

Purpose of medication _____________________________________________________

____________________________  _______________________________  ___________

           Name of Doctor                           Signature of parent/guardian                    Date

