
WATERTOWN UNIFIED SCHOOL DISTRICT 

MEDICATION CONSENT FORM 
 

Child’s Name  ____________________________________________________________________________________ 

School _____________________________________________________________ Grade  _______________________ 
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PRESCRIPTION MEDICATION 

Name of Medication  ________________________________________________  

Route  ____________________________________________________________  

Dosage  ________________________________________________________  

Time to be given  ___________________________________________________  (OR) 

Condition under which medication should be given ______________________________________________  

Reason for medication  ____________________________________________________________________  

Duration of medication  ____________________________________________________________________  

Possible side effects  ______________________________________________________________________  

Comments  ______________________________________________________________________________  

 _______________________________________________________________________________________  

Physician’s Signature ______________________________ Phone ________________ Date _____________  
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NON-PRESCRIPTION MEDICATION 

Name of Medication  ________________________________________________  

Route  ____________________________________________________________  

Dosage  ________________________________________________________  

Time to be given  ___________________________________________________  (OR) 

Condition under which medication should be given ______________________________________________  

Reason for medication  ____________________________________________________________________  

Duration of medication  ____________________________________________________________________  

Possible side effects  ______________________________________________________________________  

Comments  ______________________________________________________________________________  

 _______________________________________________________________________________________  

 

FOR ALL MEDICATIONS 

 

 

Parent/Guardian Signature _____________________________________________ Date ________________________ 

 

 

***All medication must come in the original container with the student’s name on it*** 
 

 


