GUNTER INDEPENDENT SCHOOL DISTRICT

MEDICATION USE FORM

Date:_____________________

Student’s Name____________________________School________________________

I hereby request and authorize the staff at Gunter ISD to dispense or monitor the 

medication or treatment prescribed by Dr.__________________________for my 

child beginning__________________and ending____________________________.




Date




Date

I agree to hold harmless the school district and it’s employees for any consequences resulting from the administration of this medication or treatment.

Name of medication and prescription number________________________________

Special instructions for dispensing__________________________________________

If there are any side effects of this medication, please indicate___________________

Signed Parent/Guardian___________________________________________________

