
V I L L A N O V A  C O L L E G E  
 

PERMISSION TO ADMINISTER 
STUDENT MEDICATION 
 

To be completed by parent/guardian 

  

Name of Student:  _________________________________________   Year Level: _________________ 

Name of Prescribing Doctor: ______________________________________________________________________  

Reason for medication:  ____________________________________________________________________ 

 

Medication Details 

 

  

Signature of Parent/Guardian: _____________________________________    Date: _____________  

 

 
 
 

Condition  Medication name Dosage Time/s of 
administration 

Special instructions Self-administration 
(yes/no) 

            

            

            

            

            

            


	PERMISSION to administer student medication

