
MEDICATION AUTHORIZATION 2024-25 School Year
*Attention Parents: This form is for medications to be given to your child at school. NC State Law states that for a Nurse or

designated Staff Member to administer medications, both prescription AND over the counter (OTC), this form MUST be signed by a

Physician and Parent. Parents must provide the medication in its original container. All unused medications will be returned to you

at the end of the school year.

Student’s Name____________________________________________________________________Grade____________________

Drug Allergies_______________________________________________________________________________________________

Date of Birth____________________________________ Weight_________________________



Additional Medication to be given during school or school related activities.

Name of medication________________________________Dosage____________________________

Route__________________________________Hours to be given______________________________

Order in effect until (date):_____________________________________________________________

Student may self administer the medication ordered: yes_____ no_____

Name of medication________________________________Dosage____________________________

Route__________________________________Hours to be given______________________________

Order in effect until (date):_____________________________________________________________

Student may self administer the medication ordered: yes_____ no_____

Name of medication________________________________Dosage____________________________

Route__________________________________Hours to be given______________________________

Order in effect until (date):_____________________________________________________________

Student may self administer the medication ordered: yes_____ no_____

Physician/Nurse Practitioner/PA

Signature_______________________________________________Date________________________


