Charlotte Central School 

408 Hinesburg Road Charlotte, VT 05445 

802 425-2771

802 425-2122 (fax) 
PERMISSION FOR MEDICATION

Student’s Name:_______________________________
DOB:___________________

Name of Medication:___________________________
Dosage:_________________

Condition for which drug is administered and times/situation to deliver: ________________________________________________________________________________________________________________________________________________

Length of time to be given: ______________________to__________________________






Date



Date

Relevant side effects: ______________________________________________________

________________________________________________________________________

Side effect management: ___________________________________________________

_______________________________________________________________________

____________________________________ 



___________

Signature of Physician





       Date

____________________________________

________________________



Address





    Telephone #

I request that school personnel administer the above medication to my child at school as ordered. As per school policy, I will deliver an appropriate labeled bottle, with the necessary medication, to the Health Office.








__________________		_________________________________________


	Date					    Signature of parent or guardian





__________________________________________


Home phone				    Work phone








