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MEDICATION RELEASE FORM 
 
 
Dear Parent/Guardian of ____________________________________ Date: ________________ 
 
Any medication that your student brings to school will be kept in the main office, except rescue medications (Epi-pen, inhalers), which 
will be kept in the student's classroom, with a release form filled out for each medication. Below are guidelines and the required release 
form for all prescription and over the counter (non prescription) medication. Please fill out and return the form with your student’s 
medication.  
 
Over the counter medication (non prescription): Any medication including, but not limited to, vitamins and food supplements, eye, ear 
and nose drops, medicated ointments or lotions, aspirin, decongestants, cough drops, antacids etc.  
 
Prescription Medications: Any medication prescribed by doctor, dentist, therapist etc.  
 
The following is required from the parent and guardian: 

1. Written instructions from physician and parent/guardian including: 
* Name of student * name of medication * dosage * time to be given * method of administration   
It’s strongly recommended that a physician note, action plan, adverse reaction plan, and any other required interventions i turned in with 

medication release form. The authorization form below must be signed and filled out completely by parent/guardian. 
2. All prescription and non-prescription medication must be in its original container from the pharmacy (original container for non-

prescription medication.) 
3. All Prescription and non-prescription medication must be brought to and picked up from school by a parent/guardian only.  
4. Unused prescription and non-prescription medication must be picked up by the parent when treatment is complete or at the end 

of the school year. Anything left at school past the end of the school year will be destroyed. Empty prescription bottles will be 
thrown away. All identifying information will be destroyed. 

I am requesting that my child ______________________________, be given or be assisted in  
 
 
taking ________________________(medication and dosage) at ______________(time) until ________. 
 
 
Purpose of Medication: __________________________________________Special Instruction_______. 
 
_____________________________________________________________________________________. 
 
 
 
This medication was prescribed by(doctor’s first and last name):__________________________________ 
 
 
(doctor’s phone number) _________________________________________________________________ 
 
 
Emergency Contact: (name)_______________________ (phone number) _________________________ 

 
 

Parent/Guardian Signature: ____________________________ Date: _____________________________ 
 
 
 

(This release applies only to prescription medication and/or non-prescription listed above and for the duration of therapy or school year.) 

For Office Use: 
KairosPDX Staff Signature: ____________________________ Date: _____________________ 
Received From: _____________________________________ Date received:_______________ 
    


