
 

 
 

Date:  _____________ 
 
Student:  _________________ Teacher and Grade:____________________ 
 
Medication name:  ______________________________________________ 
 
Dates to be administered and directions (Please include time and amount):   
________________________________________________________________________
__________________________________________________ 
 
Parent Name and Signature: ______________________________________ 
 
SAA-SDS representative Name and Signature: _______________________ 
 
***This form is only for OTC medications. Any prescription medication MUST be 
turned-in to the school nurse. *** 
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