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Please check appropriate school: 
 
□ Falls-Lenox Primary □  Fitch Intermediate 
□ Middle School  □  High School 
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at my child,                                                                be given the above 
rescribed  by Dr.                                                         . It is understood that 
l District and any of its school personnel are absolved from any 

t be associated with the administration of such medication. I will provide 
ts original container which the pharmacy has supplied it in. 

                                                                                                              
                Phone                     Parent Signature             Daytime Phone 
ubmission of this form by FAX is permissible) 

PTION DRUG REQUIRES ONLY A PARENT SIGNATURE 
N DRUG REQUIRES BOTH PARENT & DOCTOR SIGNATURE 

DICATION RESTRICTIONS/CONDITIONS 
dent's responsibility to remember to come to the office for his/her  

not  the specified time as stated above, the medication will not be 
ut parental notification first. 
excluding inhalers) will be locked in the office. 
valid for current school year only.  Unused medication will be discarded 
st day of school unless claimed by a parent. 
tion must be delivered by parent or responsible adult. 

ELEASE, I UNDERSTAND AND AGREE TO ABIDE BY THE 
UIDELINES FOR USE IN OLMSTED FALLS SCHOOLS. 
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