CLEVELAND CITY SCHOOLS
PERMISSIONFORADMINISTRATION OF
PRESCRIPTIONMEDICATION

Nameof Student

School Grade
Teacher

Medication Dosage

Purposeof Medication

Time of daymedication is tobe given

Possiblesideeffects

Anticipatednumberofdaysit needgobe givenat school

Date SignatureofPhysician

It is understoodhatthe medications administeredolely at the requesibfandasan
accommodatiomo theundersignegarentor guardian.In consideratiorofthe acceptance
ofthe requesto performthis serviceby anypersonemployedby ClevelandCity School
Systemtheundersignegarentor guardiarherebyagreego releaseéhe ClevelandCity
SchoolSystemandits personnefrom any legal claimswhich they nowhaveor may
thereaftehavearisingout oftheadministratiorofor failureto administethemedication

to thestudent.

| herebygive mypermissiorfor totakethe
aboveprescriptionasordered.l understandhatit is my responsibilityto furnishthis
medicationandagree(by my signature below)thatmy child is competento
self-administer his/hermedication.

Date Signatureof parent/guardian




