CHATTANOOGA VALLEY MIDDLE SCHOOL

Parent/Guardian Consent for Giving Medication

Student Name: ___________________________________________  Age: _____________ Grade: ________________ Date: _______________

I hereby request and give my consent for the principal designee to administer to my child  __________________________________________ the 

medication described below for the period from  _____________________________ to _______________________________ dates.

The medication(s) will be furnished by me in the original, properly labeled pharmacy (Rx) container and is to be given in the following manner:

Name(s) of medication(s) and prescription number(s):

1. ______________________________________________ to be administered by (mouth, etc.): _________________ Dosage: _________________

     Time(s) of day: ______________________ Physician’s name:_____________________________ Reason for medication: __________________ 

      Side Effects: _________________________________________  Storage (room temp, refrigeration, etc.): _______________________________

2._______________________________________________ to be administered by (mouth, etc.): _________________ Dosage: _________________

     Time(s) of day: ______________________ Physician’s name:_____________________________ Reason for medication: __________________ 

      Side Effects: _________________________________________  Storage (room temp, refrigeration, etc.): _______________________________

3._______________________________________________ to be administered by (mouth, etc.): _________________ Dosage: _________________

     Time(s) of day: ______________________ Physician’s name:_____________________________ Reason for medication: __________________ 

      Side Effects: ________________________________________  Storage (room temp, refrigeration, etc.): ________________________________

In the event my child develops any minor ailments (headache, stomach ache, etc.),  I  DO  /  DO NOT  grant permission to the Designated

 










         (circle one)



School Personnel to administer an over-the-counter analgesic (i.e. Tylenol, Ibuprofen, antacid) to my child to help alleviate symptoms. 

Parent Signature: _________________________________________________________

Medication received by: ____________________________________________________






Designated School Personnel

CVMS MUST BE NOTIFIED IMMEDIATELY OF ANY CHANGE IN MEDICATION
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Additional Medication (cont.) 

Name(s) of medication(s) and prescription number(s):

4. ______________________________________________ to be administered by (mouth, etc.): _________________ Dosage: _________________

     Time(s) of day: ______________________ Physician’s name:_____________________________ Reason for medication: __________________ 

      Side Effects: _________________________________________  Storage (room temp, refrigeration, etc.): _______________________________

5. ______________________________________________ to be administered by (mouth, etc.): _________________ Dosage: _________________

     Time(s) of day: ______________________ Physician’s name:_____________________________ Reason for medication: __________________ 

      Side Effects: _________________________________________  Storage (room temp, refrigeration, etc.): _______________________________

6. ______________________________________________ to be administered by (mouth, etc.): _________________ Dosage: _________________

     Time(s) of day: ______________________ Physician’s name:_____________________________ Reason for medication: __________________ 

      Side Effects: _________________________________________  Storage (room temp, refrigeration, etc.): _______________________________

CVMS MUST BE NOTIFIED IMMEDIATELY OF ANY CHANGE IN MEDICATION

