SAINT LUCAS EVANGELICAL LUTHER AN SCHOOL

Administration of Medication Form

PARENT REQUEST

| request the school secretary/staff members tstasy child, , in
taking the medication prescribed by Dr. for the period of
(dates) to . The medication will be

delivered directly to the school secretary, priatipr designated staff member.

I, the parent or guardian, agree, by signing thggiest and “hold harmless” statement, that | siwll
hold liable any member of the school staff whostssmny child in talking said medication.

Parent/Guardian’s Signature Date

PHYSICIAN REQUEST:

Please administer the following prescribed mediceto:

Child’s Name: Birthdate
Medication:

Dose:

Directions:

Physician’s Signature: Date

St. Lucas Lutheran School, 648 E. Dover St., Milkee, WI 53207
Phone: 414/483-9122 Fax: 414/486-0591



