Wichita Christian School
Prescription Medication Authorization Form

Student:__________________________________ Date of Birth:______________

Medication Allergies:________________________ Grade:___________________

Food Allergies:_____________________________ Teacher:__________________
Physician/Licensed Prescriber to complete:

	Medication:


	Dosage:


	Route:


	Time:


	Possible Side Effects:



Physician/Licensed Prescriber’s Signature:__________________________________________________
Physician/Licensed Prescriber’s Printed Name:______________________________________________

Office Phone:___________________________________ Office Fax:_____________________________
Parent/Guardian to complete:
I hereby represent and attest that I am the parent or legal guardian of the above named student.  I hereby request that the medication specified above be administered to the above mentioned student beginning on the following date______________________ and ending on the following date__________________________.

On behalf of the above named student, myself, and our personal representatives, family members, heirs, assigns and successors, I also agree and do hereby waive and release all claims for loss, damage, or injury against Wichita Christian School and any teacher, employee, volunteer, agent or other person arising directly or indirectly out of any act or omission relating to the receipt, administration, or execution of this request.  I give permission for the school nurse to consult with the above named student’s physician/licensed prescriber regarding any questions that arise with regard to the listed medication(s) or medical condition(s) being treated by the medication(s).
Parent/Legal Guardian’s Printed Name:___________________________________ Date:_____________

Parent/Legal Guardian’s Signature:________________________________________________________

Telephone:   Home:______________________________  Cell:__________________________________
