
Niagara Falls City School District 
 

Provider and Parent Permission to Administer Medication  
at School/School Sponsored Events 

To Be Completed By Parent 

Student Name: ___________________________________________   DOB: ___________________________              

Grade: _____ Teacher/HR: _________________________________     School: _________________________    

I request the school nurse give the medication listed on this plan; or after the nurse determines my child can take their 

own medications; trained staff may assist my child to take their own medications. I will provide the medication in the 

original pharmacy or over the counter container. This plan will be shared with school staff caring for my child. 

______________________________________________________________                             __________________ 

                                   Parent/Guardian Signature                                                                                                            Date 

______________________________________________               ____________________________________________  

                                                 Email                                                           Phone Where We Can Reach You      Check if Cell 

 

To Be Completed By Health Care Provider-Valid for 1 Year 

Diagnosis _________________________________________________________________________ 

Medication _______________________________________________________________________ 

Dose ________________________      Route ____________________     Time(s) ________________ 

Recommendations____________________________________________   ICD Code _____________ 

Note: Medication will be given as close to the prescribed time as possible, but may be given up to one hour  

before 

http://www.schoolhealthservicesny.com/

