
South Nodaway R-IV

Medication Permission Slip

I am requesting your assistance in giving the following medication/s to my child during the specified school hours.

Student’s name _______________________________________
Grade _________________

Medication _________________________________________
Dosage ________________

Time to Give _________________ 
Route – (Mouth, Ear Drops, etc.) _______________________

Start Date _______________________ 
Termination Date _______________________    

Does this medication need to be refrigerated?   
Yes

No

I understand that I am to supply the medication in its original packaging with label and instructions. 

Signature of Parent/Guardian _______________________________
Date _____________

Daytime Phone # ____________________________
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