
 

 

                                MEDICATION/TREATMENT AUTHORIZATION FORM   
  

Name:___________________________________________________  DOB:_____________  SCHOOL: ________________________________ 

►►To be completed by PARENT/GUARDIAN--Parent/Guardian Permission◄◄ 

I hereby grant permission to the principal or his/her designee of ________________________________ School to assist in the administration of 
the prescribed medication and/or treatment to my child while in school and away from school while participating in official school activities (F.S. 
1006.062). 



 

                                    

 


