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The Catholic Diocese of Wichita 

GUIDELINE 317-T FOR THE ADMINISTRATION OF MEDICATION AT SCHOOL 

 
This policy applies to all prescription and over-the-counter drugs. 

 

A written note signed by a doctor or dentist requesting that the medication be given during school 

hours must accompany all medications and include the following: name of student, name of 

medication, dose amount and time to be given, and the anticipated number of days the medication 

will be taken at school. 

 

A written request for the medication to be given at school, signed by the parent, must accompany 

all medication. 

 

The medication must come in an official prescription container or the original over-the-counter 

packaging.  It is the parent’s responsibility to supply the medication and assure that the 

medication is the same as identified on the label. 

 

Parents must certify that the student has received at least one dose of the medication and has not 

had an adverse reaction to it. 

 

Any changes in the type of drug, dosage or time of administration must be accompanied by new 

parent and physician permission signatures and new or newly labeled containers. 

 

Annual renewal is required. 

 

*** State law allows students in grades K-12 to carry and self-administer emergency medications 

(inhalers and Epipens only) for asthma or allergy under the supervision of school personnel. 

............................................................................................................................................................ 

FORM 317-T 

Request for Medication to be Administered During School Attendance 

 
Name of student ________________________________________________________________  

 

Medication ________________________________  Dose ___________________________  

 

Time of day to be given ______________________  

 

Reason for medication ___________________________________________________________  

 

Anticipated number of days to be administered __________________________  

 

_________________________  _____________________________________________ 
 date signature of doctor or dentist 

................................................................................................................................................ 
 

I hereby give permission for ____________________________ to take the above medication at 

school as ordered.  I understand that it is my responsibility to furnish this medication.  I further 

understand that any school employee who administers any drug to my student in accordance with 

written instructions from the physician or dentist shall not be liable for damages as the result of 

an adverse drug reaction suffered by the student because of the administration of such drug.  I 

certify that the child named above has received at least one dose of the medication requested 

above and has not had an adverse reaction to it. 
 

_________________________  _________________________________________________  
 date signature of parent or guardian 


