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<<School Name
>>,
<<School Address>>

<<Phone number & Fax number>>

PERMISSION TO ADMINISTER MEDICATION

I,



 give specified <<Name of School>> Staff permission to administer 

medication to my child,





.




      (Child’s Full Name)

               (Name of Medication)


          (Dosage)


      (Times a Day)

     Copy of Pharmacological (description & side effect) information provided to school

               (Name of Medication)


          (Dosage)


      (Times a Day)

     Copy of Pharmacological (description & side effect) information provided to school

               (Name of Medication)


          (Dosage)


      (Times a Day)

     Copy of Pharmacological (description & side effect) information provided to school

               (Name of Medication)


          (Dosage)


      (Times a Day)

     Copy of Pharmacological (description & side effect) information provided to school

(Date)





 (Parent/Guardian Signature)

This information is collected under the authority of the Freedom of Information and Protection of Privacy Act, Section 32 (c) and in accordance with the Policies and Regulations of the Grande Prairie and District Catholic School #28.  For further information you may call the:


FOIP Coordinator


Grande Prairie & District Catholic School #28


9902 – 101 Street


Grande Prairie, AB     T8V 2P4
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