
 

 

 
Department of Health Services 

Authorization for Administration of Medication in School 
 
The New Jersey State Law requires physician/dentist/APRN/PA’s written order and the 
parent/guardian’s authorization for a nurse to administer medications or, in his/her absence, the 
principal and/or designated staff to administer medications. Medications must be in pharmacy-
prepared containers and labeled with the name of student, name of drug, strength, dosage, 
frequency, name of physician/dentist/APRN/PA’s, date of original prescription. NOTE: If the 
medication is a prescription, ask the pharmacist to prepare two labeled containers, one for 
school and one for home. 
 
NAME OF STUDENT: _____________________ GRADE: __DOB: _____ 
  
NAME & DOSAGE OF MEDICATION(S): ___________________________________ 
 
TIME TO BE GIVEN AT SCHOOL: ______ HOW TAKEN: _____________________                                      
                                                                                (Example: by mouth, by inhaler, with food or after meals) 

RELEVANT SIDE EFFECTS TO BE OBSERVED, IF ANY: ______________________ 
________________________________________________________________________ 
 
REASON/HEALTH PROBLEM:  ___________________________________________ 
 
(Signature) ________________________________________ M.D. Date______________ 
……………………………………………………………………………………………… 
Authorization by Parent/Guardian of the above medication by school personnel: 
 
To School Personnel: 
I request that the above medication, ordered by the physician/dentist/APRN/PA for my child 
____________________, be administered by school personnel. I understand the ultimate 
responsibility for administration of the medication is mine and do hereby release, discharge and 
hold harmless WATCHUNG HILLS REGIONAL HIGH SCHOOL, its agents and employees from 
any and all liability and claim whatsoever for the administration of the above medication 
pursuant to these directions. 
 
________________________________   _______    ____________________ 
PARENT/GUARDIAN SIGNATURE      DATE       DAYTIME PHONE# 
 
Reviewed by RN: ______________ Staff _______ may/______ may not administer 
 
_______________________________ ________________________________________ 
RN (Print Name)                                    RN Signature 


