
DPSCD does not discriminate on the basis of race, color, national origin, sex, sexual orientation, transgender identity, disability, age, religion, height, weight, citizenship, marital or 
family status, military status, ancestry, genetic information, or any other legally protected category, in its educational programs and activities, including employment and admissions 

Questions? Concerns? Contact the Civil Rights Coordinator at (313) 240-4377 or  dpscd.compliance@detroitk12.org or 3011 West Grand Boulevard, 14th Floor, Detroit MI 48202.

I hereby request that school personnel give my child __________________________________ the medication ordered above by the 
physician and will not hold the Board of Education or its personnel responsible for complications related to the medication, including 
those administered pursuant to P.A. 451 of 1976, section 1178.  Staff may contact the physician regarding administration of the 
medication if necessary.  I am responsible for transporting the medication to my child’s school.

I hereby request that school personnel would allow my child _________________________________ to self-administer medication 
ordered above by the physician and will not hold the Board of Education or its personnel responsible for complications related to the 
taking of such medication.  Staff may contact the physician regarding administration of the medication if necessary.  I am responsible 
for transporting the medication to my child’s school.

     
Parent or Guardian Signature  Print Name  Date

   
Relationship to student:  Telephone Number:

PA R E N T  /  G U A R D I A N  A U T H O R I Z AT I O N

Name of Medication (List only 1 medication per form):     

 Tablet/Capsule Liquid Inhaler Injection Nebulizer Other  

Instructions (Dosage of medication and time to be administered):     

 For episodic/emergency events only    Comment:     

Conditions for which medication is being prescribed:     

Restrictions and/or important side effects: None anticipated Yes, please describe:   

Physician’s additional comments:       

       

Order Start Date:    Order End Date:    
 (If no end date is indicated, medication orders will expire at the end of the current school year)

Special storage instructions: None Refrigerate:   Other:   

This student is both capable and responsible for self-administering this medication: No Yes – Supervised Yes – Unsupervised 

This student may carry this medication: No Yes

Please indicate if you have provided additional information: On the back of this form As an attachment (Treatment Plan)

NOTE:  To participate in Medicaid School-Based Services, a valid prescription MUST be signed by a physician and include the date 
prescription was signed by physician, physician’s name, address, telephone number and NPI number. Stamped signatures and prescriptions 
signed by a nurse practitioner or physician assistant are invalid for school-based services.

        
Physician’s Signature:   Print Physician’s Name:   NPI #:  Date:               

      
Address:   Telephone:   Fax:

T O  B E  C O M P L E T E D  B Y  P H Y S I C I A N

School Name: Date Received:

Student Name: Date of Birth:             /                 /

Grade: Teacher / Classroom:

PERMISSION FORM FOR 
PRESCRIBED MEDICATION
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