
KLEIN INDEPENDENT SCHOOL DISTRICT 
MEDICATION AUTHORIZATION FORM 

 
STUDENT:    DATE OF BIRTH:  
 
In an effort to promote student health and maintain school performance, it is necessary that medication be given 
during school hours. 
 
Physician’s request for giving medication(s) during school hours: 
 
NAME OF MEDICATION DAILY SCHOOL TIME TO 
 DOSAGE DOSAGE BE GIVEN 
*********************************************************************************************
   
1.                                     
 
2.                                    
 
3.                                    
 
Comments:   (Reason for medication, possible side effects, etc.) 
 
 
 
*No injections may be given except those needed in emergency situations or those necessary for the student to 
remain in school (i.e. insulin, epinephrine). 
 
Physician’s Signature: ___________________________________ Date:  ____________________     
 
Physician’s Name (Please Print): ___________________________Phone:  ___________________ 
********************************************************************************************* 
Klein school personnel are not permitted to give medication of any kind, including aspirin, similar preparations, or 
any other drugs, unless the parent requests in writing that there is a need for such medication.  Non-prescription 
medications needed for longer than two weeks must also have a written request from a physician.  When 
administering prescription medicines, the school district would prefer to have a written statement from a physician 
or dentist licensed to practice in the United States.  Information, however, placed on a prescription label, if it is 
precise and clear to the school nurse, may be substituted for the above noted statement.  The prescription must be 
filled by a pharmacist licensed to practice in the United States. All medications must be in their original container 
and kept in locked storage in the office of the nurse or principal’s designee and administered by the nursing staff or a 
school employee. If the circumstances are questionable, the school employee reserves the right to deny the parent’s 
request. No vitamins, health food or herbal preparations will be given by any school employee.  Neither 
prescriptions nor over the counter medications from foreign countries will be administered. 
 
********************************************************************************************* 

PARENT/GUARDIAN AUTHORIZATION 
I hereby authorize school personnel to administer non-prescription medication to my child during school hours or prescription 
medication as prescribed by the physician.  I understand that any non-prescription medication that is to be dispensed to my child 
longer than two weeks will also need a doctor’s authorization.  Also, I am aware that no medication dosage will be changed 
without an order from the prescribing physician. 
I (do / do not) authorize school personnel, at my oral request, to administer dosages of medication in addition to the dosages 
specified on this form, if necessary for my child to receive the daily dosage prescribed by his or her doctor and specified on this 
form. If I make such a request, I shall ensure that I provide the school with additional medication thereafter to enable the school 
to continue making the scheduled school dosages 
 
PARENT/GUARDIAN SIGNATURE: ________________________________  DATE:  ____________________  
 
TELEPHONE NUMBER: ____________________________  

Item No. 19.5550 
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