
Cincinnati Christian School 
Medication Permission 

(In accordance with Ohio Revised Code 3313.713) 
 
The use of medication during school hours is discouraged.  Use this form if it is essential that a student receive   
medication during the school day. 

 
This section to be completed by the parent or guardian 

 
Name of Student ___________________________________Birth Date _______________ Grade ______________ 
 
Student’s Address______________________________________________________________________________ 
 
School District ______________________________________________ School ____________________________ 
 
I request school personnel to administer the medication as instructed and agree to (1.) deliver the medication to the  
school in the original container and (2.) notify the school if I change physicians or if the medication is changed or 
eliminated.  I understand it is the student’s responsibility to report on time for this medication.  I agree to hold the 
school employees and the Board of Education free from all responsibility for results of such medication. 
 
Parent/Guardian Signature ____________________________________________  Date_______________________    
              
Telephone during school hours ________________________________ Other Telephone _____________________ 
 

 
This section to be completed by the physician 

 
Medication ___________________________________________ Date of Authorization ______________________ 
 
Dosage_______________________________________________________________________________________ 
 
Time(s) to be given_____________________________________________________________________________ 
 
Date to Begin ___________________________________ Date to End ____________________________________ 
 
Adverse reactions to be reported ___________________________________________________________________ 
 
Physician Emergency Telephone _________________________ Alternate Telephone ________________________ 
 
Special Instructions:  Administration____________________________ Storage ____________________________ 
 
Prescribing physician (Print)__________________________  Signature__________________________________ 
 
Physician’s address _____________________________________________________________________________ 
 
 

For Inhalers Only 
 

It is school policy that all medications, including inhalers, should be locked in the nurse’s office to provide  
monitoring of the medication usage, and to prevent misuse by other students.  The student can carry  inhalers 
only with written instructions from the physician. 
 
Please check appropriate box 

 It is my professional opinion that ___________ should not carry his/her inhaled medication by him/herself. 
        

 I have instructed _________________ in the proper way to use his/her medication.  It is my professional 
opinion that _____________________should be allowed to carry and use this medication by him/herself. 

 
 Adverse reactions for unauthorized user: ____________________________________________________ 

 


