
CLEVELAND CITY SCHOOLS
PERMISSIONFORADMINISTRATION OF

PRESCRIPTIONMEDICATION

NameofStudent

School_______________________________________Grade______________________

Teacher

Medication____________________________Dosage______________________

PurposeofMedication_______________________________________________

Time ofdaymedicationis tobegiven_____________________________________

Possiblesideeffects

Anticipatednumberofdaysit needstobegivenat school________________________

Date SignatureofPhysician

It is understoodthatthemedicationis administeredsolelyat the requestofandasan
accommodationto theundersignedparentor guardian.In considerationofthe acceptance
ofthe requesttoperformthis serviceby anypersonemployedby ClevelandCity School
System,theundersignedparentor guardianherebyagreesto releasetheClevelandCity
SchoolSystemandits personnelfrom any legalclaimswhich theynowhaveormay
thereafterhavearisingoutof theadministrationofor failureto administerthemedication
to thestudent.

I herebygive mypermissionfor totakethe
aboveprescriptionasordered.I understandthatit is myresponsibilityto furnishthis
medicationandagree(by my signaturebelow)thatmy child is competentto
self-administerhis/hermedication.

Date Signatureofparent/guardian


