
Student Medications Release Form 
Name of Student: _______________________________________________ 

List of Medica�ons: 

Instruc�ons for medica�ons: 

Can your student administer their own medica�ons: 

Yes  No 

Allergies: 

Condi�ons we should be aware of: 

Parent/Guardian Signature: _______________________________________ 

Date: _____________________ 
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