Calvary Chapel Christian Academy Medication Consent Form  
28 N. Locust Point Rd, Mechanicsburg PA 17050          K-12th Grade 717-980-5514 
   School Year _________ 
Parental Consent
I, _____________________________, request that school personnel administer this   
[bookmark: _GoBack]       (Please print guardian’s name) prescribed medication to ______________________________ according to the attached 
(Please print student’s name) 
 instructions from his/her physician ___________________________________. 
(Please print physician’s name) 
Name of drug: ______________________________________ 
Dosage: ___________________________________________ 
Time to be given: ___________________________________ 
Reason/Medical condition: ____________________________ 
Date_________    Parent/Guardian Signature_____________________________ 
[image: ]
Physician’s Consent 
 My patient, _________________________________________is being treated for 
________________________________________________.  It is necessary that he/she receive  this prescribed medication during school hours according to the following instructions: 
Name of drug: _____________________________________________ 
Dosage: __________________________________________________ 
Time to be administered: ____________________________________ 
Length of time to be given: ___________________________________ Possible side effects: ________________________________________ 
Date: ____________   Physician’s  signature: ______________________________ 
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