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Health issue
Medication to be administered at school
Time: Dosage:
Time: Dosage:
Time: Dosage:

— The “Request and Authorization for the Distribution of Medication at School form” sheet must be signed by the parent

Care required at school

Other relevant information

* SPEAK TO THE SCHOOL SECRETARY IF YOU NEED TO CONTACT THE PARENTS.

| AGREE WITH THE ABOVE-MENTIONED INFORMATION AND AUTHORIZE THE NURSE TO GIVE IT TO THE SCHOOL STAFF, WHO WILL PROVIDE MY CHILD WITH
THIS CARE, AS NEEDED.

Date Nurse’s signature

Date Parent’s or student’s signature (age 14 and over)
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CLIGOS09A (02009 IN A SCHOOL SETTING Page 10f 1



