Centerville City Schools

PERMIT FOR DISPENSING PRESCRIPTION/NON-PRESCRIPTION MEDICATIONS TO STUDENTS
(In accordance with ORC 3313.713 and Sub S.B. No. 164)

Parent Request

Student Name: 






 Birthdate:                                           

School:  







 Grade/Teacher: 



Address: 







  Phone:  




                                                                                                                                       Home

As the Parent/Guardian of this student I am requesting that the following medication be given to this student, as prescribed, at the school and any activity, event, or program sponsored by or in which the student’s school is a participant.   The administration of this prescribed medication may be administered by trained school staff.   I have read and understand Centerville City Schools Medication Policy.  I give permission for this information to be sent to the school district via facsimile.

Parent/Guardian name:  





           Date:  ____________________

Parent/Guardian Signature:                                                                            Phone ___________________

                                                                                                                                                                     


Work/cell

Physician’s Statement
It is requested that the medication named below be administered by school personnel.  The administration of this medication for this student cannot be scheduled for other than school hours.    

Name of Medication












                                       One medication per form

Dose: 






 Time to be given at school:




Date administration is to:  Begin: 




End:  











                                     (end of school year unless otherwise noted)

Adverse reactions that should be reported to the physician:

For student for which it is prescribed:









For the student for which it is not prescribed who receives a dose: 






Special instructions:












This student has permission to carry:
Benadryl                              []  Daily at school   []  Field Trip only
    (check all that apply)
Insulin/Diabetes supplies   []  Daily at school   []   Field Trip only

Physician’s Name






        Phone number: ______________

Fax number:  __________________________________ Emergency number: 




Physician’s Signature:  






 Date:  __________________
