
 
 
 
 
 
   
   
 
 
 

We make a difference. We embrace change together. We are a true team of professionals. We build the future. 
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Glen Ellyn School District 41, Superintendent Dr. Paul Gordon 

Churchill School –  630-790-6485  Fax# 630-790-6498   

  Forest Glen School – 630-790-6490  Fax# 630-790-6468 

Franklin School – 630-790-6480  Fax# 630-790-6403      Lincoln School - 630-790-6475  Fax# 630-790-6404 

Hadley Jr. High School – 630-790-6450  Fax# 630-790-6469 

Glen Ellyn School District 41: Ignite Passion. Inspire Excellence.  Imagine Possibilities. 

MEDICATION FORM 
Permission to Administer Prescriptions and Non-Prescriptions 

School medication form must be on file in the health office in order for school personnel to administer 

medication. 

 Student’s Name ___________________________ School _____________________ 

 Medication _______________________________ Time of Day ________________ 
 Dosage __________________________________ Frequency __________________ 

 Length of Time ____________________ to _________________________________ 

 Condition, Illness or Disease______________________________________________ 
 Side Effects____________________________________________________________ 

 Is student on any other medication?_____________If yes, what?__________________ 

 Prescribed by Doctor_____________________________________________________ 

      ________________________________________  

      Physician’s Signature                    Date 

      ________________________________________ 

Phone Number 
I grant permission for school personnel to administer the medication described above to my child. 
      _________________________________________ 
      Parent/Guardian Signature          Date 
 
      Home Number______________________________ 
      Work Number______________________________ 
 
The medication must be labeled with the child’s name and must be in the original container from the 
druggist.  Any substitution from the original container must be approved by both the building principal 
and the school nurse, and must have prescription number, name of druggist, and all information required 
on the original label.  All medications should be brought to school by a parent. 
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