
 

Trinity Lutheran School 
501 N Main St., Janesville, MN 56048 

Phone 507-231-6646, Fax 507-234-6751 

REQUEST FORM FOR ADMINISTRATION OF 

LONG TERM MEDICATION 

(More than 30 days) DURING THE SCHOOL DAY 

Parents of pupils requesting that medication be administered during school hours by school staff are 
required to provide for the school: I) Physician’s order  2) Parental release,  and 3) medication 
supplied in the original bottle or packaging. (Request the pharmacy to have the medication to be divided 
in two different labeled bottles, one for home and one for school) 

 
Pupil's Name   ________________________ Home address________________________________________ 

 
DOB ______________ School _____________________ Grade _________  Homeroom _________________  
 

Physician's Order for Administration of Medication by School Personnel 
I have prescribed the following medication for this child and request the dosages given during 

school hours. 
 

Medication _______________________________________ Dose/Time ___________________________________  
 

For treatment of_________________________________________________________________________________  
 

Possible side effects of medication _______________________________________________________________  
 

 
Physician's Signature ____________________________________________________ Date_________________ 

 

Phone Number __________________________________________________________________________________  

 
 

Parental Request for Administration of Medication 
I request this medication/treatment be given as ordered by this student’s physician during school hours. I  give the 
school permission to obtain additional information from the physician regarding this illness, medication, or side 
effect of this medication. I understand that it is an adult's responsibility to transport medication to and from 
school and provide this medication in the original, properly labeled pharmacy bottle. I release school personnel 
from any liability in relation to the administration of this medication at school.  
 

Parent/Guardian Signature_____________________________ Daytime Phone__________________ Date______________
  

 

For School Use: 

Initials Signatures Date Dosage Time Initials Date Dosage Time Initials 
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