
Emerald Christian Academy Medication Authorization
2020-2021

Student's Last, First, Middle Name Student DOB Age 

Parent/Guardian Name Parent/Guardian Cell Phone

Primary Care Physician PCP's Office Phone #

____________________________________________________________________________________________________ 

Medical History (Allergies, asthma, etc.):

NO PRESCRIPTION MEDICATION ON CAMPUS UNLESS:

Prescription Medication must be delivered to the school office in the original container bearing the pharmacy label with a written 
statement from the physician detailing the time schedules, amount, and method by which the medication is to be taken. The parent/
guardian must also submit a written statement indicating their desire that the school assist the student in matters set forth by the
physician’s statement. 

_______________________________________________ __________________________________________________ 

Medication Parent Signature 

Non-Prescription Medication: I give permission to Emerald Christian Academy's designated staff to give the following non-
prescription medication to the above stated student upon student's request:

____Ibuprofen ____Tylenol  ____ Benadryl  ____ Cough Drops ____Tums 

____ Pepto Bismol  Student will be given the recommended dose that is labeled on the container for their age. 

Parent Signature    _________________________________   

Medication Log (Office Use Only):

______________________   Date & Initials______________ 

______________________   Date & Initials______________ 

______________________   Date & Initials______________ 

______________________   Date & Initials______________ 

______________________   Date & Initials______________ 

______________________   Date & Initials______________ 

______________________   Date & Initials______________ 
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______________________  Date & Initials______________
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______________________   Date & Initials______________

______________________   Date & Initials______________
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______________________   Date & Initials______________

______________________   Date & Initials______________
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______________________   Date & Initials______________
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