
PARENT AUTHORIZATION FOR MEDICATIONS FOR EMS BAND MMR TRIP 
 
 

Student’s Name______________________________________​ Date of Birth____________________ 
 
Name of Medication(s)______________________​ Dosage/Time of Administration_________________ 
 
​ ​ ​ _______________________​ ​ ​ ​ ​ ___________________ 
​  
​ ​ ​ _______________________​ ​ ​ ​ ​ ___________________ 
 
​ ​ ​ _______________________​ ​ ​ ​ ​ ___________________ 
 
Special Instructions_____________________________________________________________________ 
 
 
By signing below, I give permission for designated personnel to assist my child to self administer the 
medications and dosages listed above. 
 
Parent/Guardian Signature__________________________​Printed Name__________________________ 
 
 
 
 
 
 
 
 


