
MEDICATION POLICY AND PERMISSION FORM 

COATESVILLE AREA SCHOOL DISTRICT 
PLEASE RETURN THIS COMPLETED FORM TO THE SCHOOL NURSE                                                                     

IF YOUR STUDENT NEEDS TO BRING MEDICATION FROM HOME                                      

 PLEASE USE A SEPARATE FORM FOR EACH MEDICATION REQUIRED 

 

Student name: ______________________________________School: __________________________ 

School year: _______________   Grade: _______   Homeroom/Advisory: ______________________ 

Medication Policy #210: 

 
“All medication shall be brought to the nurse’s office, or the main office if the nurse is in another building, by the 

parent/guardian or by another adult designated by the parent/guardian. All medication shall be stored in the original 

pharmacy-labeled container and kept in a locked cabinet designated for storage of medication.”  

 

Licensed Prescriber Medication Order: 

Name of Medication: __________________________________________________________________ 

 

Dose/Time(s) to be Administered:________________________________________________________ 

 

Special Instructions: ____________________________________________________________________ 

Inhalers or Epipens ONLY: Does this student have permission to carry?   _____ YES  _____  NO 

Licensed Prescriber Signature:___________________________________________________________ 

Licensed Prescriber Name Printed: _______________________________________________________  

License Number: ____________________________________   Date: ________________________  

 

Parent/Guardian Consent: 

 

I give my permission for my son/daughter to receive the following mediation by a licensed prescriber during the 

school day.  I understand that the medications will be given by the school health personnel according to my 

student’s licensed prescriber’s directions.  

 

Inhalers or Epipens ONLY:  Does this student have permission to carry?    _____ YES  _____ NO 

 

PLEASE NOTE THAT STUDENT MUST DEMONSTRATE TO NURSE THAT THEY ARE USING PROPER 

TECHNIQUE AND RESPONSIBLE USE IN ORDER TO CARRY THEIR EPIPEN/INHALER. 

 

Parent/Guardian Signature: ______________________________________Date: ____________ 

 

Parent/Guardian Email: _____________________________________Phone: _______________ 

 

**PLEASE NOTE THAT THIS FORM MUST BE COMPLETED EACH SCHOOL YEAR** 


