
Grace Christian School  

 

Medication in School  

Parent/ Guardian Request / Physician's Statement  

Name of Student:  

Grade: -  

Date:  

Student’s Address:  

 

Medication may be dispensed to students at school and child care affiliated with 
Grace Christian School if the following information is completed and the 
parent/guardian agrees to the following terms and conditions.  

The parent will bring the medication and this signed parent request and physician 
statement form to the school personally and give it to a staff member. No medication, 
with the exception of cough drops will be given by school staff without authorization 
from your physician. This includes Tylenol, aspirin and other over the counter 
medications. Cough drops may be given by school staff with written authorization 
from the parents. These non-prescription medications must come to school in the 
original container, labeled with the student's name. The medication will be labeled by 
a pharmacist and in a pharmaceutical container. The label will state: Student's name, 
date, name of medication, dosage, time to be given, special instructions and 
physician's name. A staff member will be assigned to give the medication to the 
student. The date and time the medication was administered will be documented by 
the staff.  

One sheet per medication: A student who uses an inhaler for asthma or other 
breathing conditions may keep his/her inhaler with them while at school. The inhaler 
must have a prescription label from a pharmacy. Grace Christian School and its staff 
are not responsible for the side effects of medication. In return for the school's 
assistance in administering the medication to my child, I hereby waive on my behalf, 
and on behalf of my child, the right to maintain any legal action for damages against 
the school and its staff for any adverse effect the medication may have on my child.  

Parent / Guardian Signature:  

Date Signed:  



 

TO BE COMPLETED BY THE PHYSICAN  
Medication:  

Dosage:  

Indication for Medication:  

Duration:  

Special Instructions/ Precautions:  

Possible Side Effects:  

Physician's Name:  

Physician's Signature:  

Physician's Phone number:   

 


