
 

 

Administration of Medication at Springbok Academy 

 

Student: _______________________________   Date: ______________ 

 

 

Physician’s Signature: ________________________________________ 

 

I give my permission for the above prescribed medication (s) to be given to my 

child at school. 

Signature of Parent: ______________________________Date: _______________ 

 

 

 

 

Medication Dosage Time(s) As Needed for 

    

    

    

    


