NARRAGANSETT REGIONAL SCHOOL DISTRICT
OFFICE OF THE SUPERINTENDENT OF SCHOOLS

462 BALDWINVILLE ROAD
BALDWINVILLE, MASSACHUSETTS 01436

(978) 939 5661
www.nrsd.org

PARENT/GUARDIAN CONSENT
FOR PRESCRIPTION AND NON-PRESCRIPTION
MEDICATION ADMINISTRATION

NAME OF STUDENT: SCHOOL:

GRADE: DATE OF BIRTH: SEX:
NAME OF PARENT/GUARDIAN:

ADDRESS:

TELEPHONE (HOME): (WORK):

OTHER PERSON TO BE NOTIFIED IN CASE OF AN EMERGENCY IF
PARENT/GUARDIAN IS UNAVAILABLE:

NAME: TELEPHONE:
RELATIONSHIP:

PLEASE LIST ALL MEDICATIONS YOUR CHILD IS RECEIVING, INCLUDING
THOSE GIVEN DURING THE SCHOOL DAY:

1.

2.

3.

ANY KNOWN ALLERGIES:

CONSENT
1. Tgive permission to have the school nurse (or personnel designated by the school
nurse) give the following medication: Name of medication

Name of licensed prescriber , Name of
student 2

2. Igive permission for my son/daughter to self-administer medication if the school nurse
Determines it is safe and appropriate. YES NO

3. I give permission to the school nurse to share with appropriate school personnel
information relative to the prescribed medicine administered e.g. adverse side effects, as
needed for my child’s health and safety. YES NO Any
Restrictions on release

I understand that I may retrieve the medication from the school at any time and that the medicine will be
disposed of if it is not picked up within one week following termination of the order or one week beyond the
close of school.

*New medication orders and parental consent forms are required at the beginning of each school year.

SIGNATURE OF PARENT/GUARDIAN:
Date:




	CONSENT



