MED-3 rev 2010

THE SCHOOL DISTRICT OF GREENVILLE COUNTY
AUTHORIZATION FOR NON-PRESCRIPTION MEDICATION AT SCHOOL.

(MUST BE SIGNED BY PARENT )
PLEASE PRINT SCHOOL YEAR:
STUDENT’S NAME: BIRTH DATE:
LEGAL GUARDIAN: DAYTIME PHONE:

NAME OF MEDICATION:

REASON FOR GIVEN MEDICATION AT SCHOOL, (PLEASE BE SPECIFIC):

AMOUNT OF MEDICATION TO BE GIVEN:

DATE TO START MEDICATION: DATE TO STOP MEDICATION :

TIME OF DAY MEDICATION IS TO BE GIVEN:

EXPIRATION DATE OF MEDICATION:

POSSIBLE SIDE EFFECTS:

STUDENT’S PHYSICIAN: PHONE #:

i PARENTS: PLEASE READ CAREFULLY:
P === 0ok READ CAREFULLY:

PLEASE NOTE:

A SEPARATE PERMISSION FORM IS REQUIRED FOR EACH MEDICATION TO BE GIVEN.

PARENTS ARE RESPONSIBLE FOR NOTING THE EXPIRATION DATE OF ALL MEDICATION. EXPIRED
MEDICATION WILL NOT BE GIVEN AT SCHOOL

ANY MEDICATION NOT PICKED UP BY THE LAST DAY OF SCHOOL WILL BE DESTROYED ACCORDING TO
SCHOOL DISTRICT GUIDELINES.

ANY OVER-THE-COUNTER MEDICATION GIVEN EVERY DAY FOR 10 CONSECUTIVE DAYS MUST HAVE
PHYSICIAN’S AUTHORIZATION.



