
 
 

Request for Medication Administration 2024-2025 
Prescription & Non-Prescription 

 

To be completed by parent or legal guardian and submitted to the appropriate 
program level office. 

 
 

Student’s Name       Birth Date       

 

Address       Phone       Grade    

 

Parent’s Name        Daytime Phone       

 

Emergency Contact Information            

 

Medication to be administered            

 

Dosage to be administered            

 

Time or interval at which each dosage is to be administered        

 

Name of physician authorizing administration          

 

Address         Phone       

 

Date to begin administration       

 

Date to cease administration       

 

Notes:              

             

             

             

              

 

I request that Westminster Christian School administer the above medication to my child in accordance 

with my request and the physician’s statement of need.  I agree to notify the school in writing of any 

changes in my child’s condition with respect to the administration of medication or with any changes to the 

information provided on this form.  I understand that it is my responsibility to send an appropriate supply 

of medication to school in its original container.  Medication provided to the school in any container other 

than the original will not be accepted. I understand that Westminster Christian School and its personnel 

incur no liability for injuries occurring when administering any medication including but not limited to 

asthma medication, an epinephrine auto-injector, or an opioid antagonist, and that parents or guardians 

must sign a statement acknowledging this protection. 

 

              

Parent/Legal Guardian’s Signature                Date 


