
Student: _____________________________ DOB ______________ Grade: _____

_____________________________________________ Dose: ___________________

To be given: ___ the en�re school year -or- ___ the following dates ____/____/____to ____/____/____

School: Medica�on was received by:

Physician: I request that the student receive this medica�on during the school day as instructed above.
Self carry (EpiPens/Inhalers only):  ____ Yes   _____ No (for Middle & Upper School students only) 

Parish Episcopal School Prescription Medica�on Release Form
Form must be signed by a physician & parent/guardian in order for medication to be received and given. 
A separate form must be competed for each medication given.

Medica�on:

Take medica�on: ___ by mouth  ___ via inhaler  ___topical (cream) ___ injec�on ___ other

Condi�on for which medica�on is given: _______________________________________________

When: ___ at the following �me(s): _____________________ or ___ as needed every ______ hours. 

Special considera�ons/side effects: ____________________________________________________________

For Daily Medica�ons:  ______ Yes, please send on field trips

______  No, please do not send on field trips

List any food or drug allergies: ________________________________________________________________

All medica�on must be in the origianal, properly labeled container iden�fied by the TEA as follows:
*name and address of pharmacy *pa�ent name *name of prescribing physician

*name of medica�on *correct dosage & instruc�ons for use

Self carry (EpiPens/Inhalers only):  ____ Yes   _____ No (for Middle & Upper School students only) 

Signature: ______________________________________________________  Date: _____________

Printed Name: _____________________________________________ Phone: __________________

Signature: ______________________________________________________  Date: _____________

Printed Name: _____________________________________________ Phone: __________________

Signature: ______________________________________________________  Date: _____________

Printed Name: _____________________________________________ Phone: __________________

   

Parent/Legal Guardian: I give my permission for Parish school personnel to administer medica�on to my 
           child in accordance with Texas Educa�on Agency and School policies. I also acknowledge that it is the parent/
guardian responsibility to maintain medica�on supply. Unclaimed medica�on will be destroyed 
at the end of the school year.

*All EpiPen/Auvi-Q RX must include FARE (Food Allergy & Anaphylaxis Emergency) care plan. All inhaler RX must 
include AAP (Asthma Action Plan).
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