
 St. Paul=s R.C.S.S.D. #20 
 
 PARENTAL REQUEST FORM 
 REQUEST TO ADMINISTER PRESCRIBED ORAL OR TOPICAL MEDICATION 
 
 
 
 
Student ______________________________________ Date of Birth ________________ 
 
I, _______________________________________________________ (parent/guardian), request that   
 
_____________________________ School staff administer the oral or topical medication for my child,  
 
_____________________________________ 
 
These medications are: 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
 
 
Specific time(s) medication is to be administered: 
 
___________________________________________ _________________________________ 
 
___________________________________________ _________________________________ 
 
___________________________________________ _________________________________ 
 
 
 
 
 
 
 
 
 
___________________________________________ _________________________________ 
Parent/Guardian       Date 
 
 
 
 
 


