
MEDICATION AUTHORISATION: 

 
 

Name of Student: _______________________________     Grade: ___________      Teacher: __________________ 

 

Date to be 
given 

Medication to be 
administered 

Dose to be given Time to be 
given 

Parent’s signature 
Authorizing 

Teacher’s signature 
Confirming medication given 

            

      

      

      

      
 
 


