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CONSENT AND REQUEST FOR MEDICATION DURING SCHOOL DAY 

 
The undersigned physician advises that ___________________________________Date of Birth___________ 
 
A student of the Brandon Valley School District, requires the following medication during the school day: 
 
Name of Medication (trade and generic): ________________________________________________________ 
 
Medical Diagnosis: __________________________________________________________________________ 
 
Specific time and dose to be taken at school: ___________________________________________________ 
 
Possible adverse reactions: ___________________________________________________________________ 
 
 
_________________________________       __________________   _________________________________ 
          Signature of Physician                                         Date                                    Printed Name of Physician 

 
Physician Phone #_____________________________   Fax # ______________________________________ 
 
Is this child Medicaid eligible_______  If yes, provide Medicaid Number_____________________________________                                       
 
Name of Primary Care Physician_____________________ Is your child also covered under private insurance? Yes  No 
 

This medication will be provided to the Brandon Valley School District by the parent or guardian of said child and the 
undersigned parent or guardian agrees to assume all responsibility for maintaining the supply of medication. 
 
The undersigned parent or guardian hereby requests the Brandon Valley School District, through Health Services and /or 
school staff, to administer said child the above described medication and consents to the administration of such medication 
during the school day.  Said parent or guardian hereby expressly relieves the Brandon Valley School District, the School 
Board of the District and all agents of the District from any liability for the administration of such medication, and further 
hereby agrees to hold the Brandon Valley School district, the School Board of the District, and all agents of the District 
harmless from any liability for the administration of such medication. The Brandon Valley School District has been approved 
as a service provider for Medicaid eligible services. State legislature allows school districts to bill Medicaid for physical 
therapy, occupational therapy, speech/language therapy, psychology services, audiology, and certain nursing services.  This 
does include administering medication during the school day.   
 
I give my permission for the school nurse to discuss with the above named physician observations of effects on my child 
relating to the above medication, changes in my child as a result of said medication, and any dosage or time changes in 
medication scheduling. I authorize the release of any medical or other information necessary to process any Medicaid claims 
submitted for services received at the Brandon Valley School District. 

 
 
________________________________________                                 _______________________________ 
        Signature of Parent/Guardian                                                                          Date 
 

Reviewed by School Nurse_____________________________               Date____________________________________ 


