St. Francis of Assisi School
Medication Record

Child’s Name

Medication to be administered Dosage
Time to be given To begin on Authorization expires on
Physician’s Signature (if required) Phone

I understand and agree that a staff member of St. Francis of Assisi School will administer this medication to
my child. | hereby waive any claim against St. Francis of Assisi, the Diocese of Lansing, and its employees on
account of the administration of this medicine. | further agree that you may contact the physician who
prescribed this medicine.

I understand that medication will only be administered from its original container and Extended School
Program staff will not administer the first dosage of the medicine.

Parent's Signature Date
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Date Time Witnessed by  Date  Time Witnessed by Date  Time Witnessed by




Date Time Teacher Date Time Teacher Date Time Teacher




