BRICK TOWNSHIP PUBLIC SCHOOLS 

Brick, New Jersey 

PERMISSION TO MEDICATE FORM








Date:_______________________________

By Law, no medication, prescription or non-prescription, may be given during school hours without a doctor’s order.  Medication should be brought to the school in the original container with the pharmacist’s label by the parent/guardian.  
Student’s Name_________________________DOB:__________________Grade:___________

Diagnosis:_____________________________Daily:__________________PRN:_____________

Medication/Dosage:_____________________________________________________________

Potential side effects discussed:________

For Asthmatic inhalers only:

This student is capable and responsible for self-administering this medication:  Yes_____No_____

**By law, all asthmatics must have a completed asthma action plan**

Please fill out the attached and return to the health office.

Physician’s Signature:

________________________________Stamp:_______________________Date_____________

Parent/Guardian Signature:______________________________________Date_____________

Permission given to medicate my child at school as well as exchange health information as needed to ensure the well-being of my child.

**THIS AUTHORIZATION EXPIRES ON THE LAST DAY OF THE SCHOOL YEAR**
