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Authorization to Administer Medication at School
Michigan law allows school staff to give medication to a student only with written permission from the parent or guardian and written instructions from the prescriber (MCL 380.1178). Complete a separate form for each medication. Medication must arrive in the original pharmacy or manufacturer container, labeled with the student’s name.
Student Information
Student name: [Name]
Date of birth: [Date]
Grade and teacher: [Grade], [Teacher]
Allergies: [List, or "None known"]
Medication Information (completed by the prescriber)
Table 1. Medication details provided by the prescriber
	Item
	Prescriber’s instructions

	Medication name and strength
	

	Dose
	

	Route (by mouth, inhaled, injection, other)
	

	Time(s) to give at school
	

	Start date and end date
	

	Reason for medication
	

	Possible side effects and what to do
	

	Special instructions (with food, storage, emergency steps)
	



Type of medication (check one):
 Prescription medication
 Over-the-counter medication
 Emergency medication (epinephrine auto-injector, inhaler, glucagon, seizure rescue medication)
Prescriber name and credentials: [Name]
Prescriber phone and fax: [Phone], [Fax]
	Prescriber signature
	Date

	
	



Parent or Guardian Authorization
I authorize trained school personnel to give the medication described above to my child as directed. I understand that school staff will store medication securely and record each dose. I will notify the school of any change and will pick up remaining medication by the last day of school.
 I authorize school personnel to administer this medication.
 I authorize my child to carry and self-administer this inhaler or epinephrine auto-injector, as permitted by Michigan law (MCL 380.1179 and 380.1179a), and the prescriber has confirmed my child is able to do so.
 I authorize the school nurse to contact the prescriber about this medication.
Parent or guardian name: [Name]
Phone (day) and alternate phone: [Phone], [Phone]
	Parent or guardian signature
	Date

	
	



For Office Use
Received by and date: [Name], [Date]
Medication count received: [Number of pills or units]
Expiration date: [Date]
Accessibility and Language Help
If you need this document in another format (large print, braille, audio, or accessible electronic file) or in another language, or if you need an interpreter for a meeting, contact the school health office at [Phone] or [Email]. There is no cost to you.
The Munising School District does not discriminate on the basis of race, color, national origin, sexual orientation, gender identity, age, disability, height, weight, religion, or marital status in its programs, activities, and employment.
Questions about this policy may be directed to Dawn Mattson (PK-5) and Jennifer Miles (6-12), Section 504 Coordinators, at (906) 387-2102 (PK-5); (906) 387-2103 ext. 2234 (6-12) or dawn.mattson@mps-up.com; jennifer.miles@mps-up.com.
Template note: Delete this note before use. Review this form with your school nurse and board policy; some districts require a separate form for over-the-counter medication or for field trips. Confidential health information must be stored and shared according to FERPA and district policy.
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