
 

Procedure for Policy 453.3 (2 - Form): Medication Request/Consent Form 
Oak Creek-Franklin Joint School District, Oak Creek, WI 

 
Complete one form for each prescribed medication. Guidelines on reverse side.  

 
Student’s First Name____________________________   Last Name ____________________ 
Date of Birth ________________________​ ​       Sex:    □ M     □  F  
School  ____________________________​ ​       Grade  ________ 
Parent/Guardian’s Name ________________________    Phone# ______________________ 
Parent/Guardian’s Address _____________________________________________________ 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I, the parent or legal guardian of the above named student, have reviewed the Administering 
Medicines to Students Guidelines on the reverse side. I understand that I must submit a new 
request if this prescription changes. I further give permission for designated school personnel to 
administer the above medication to my child or for my child to self-administer this medication if 
applicable. This form shall also permit designated school personnel to share and request relevant 
health information regarding the administration of this medication. I am aware that medications are 
NOT given by licensed medical personnel.  
 
 
Parent/Legal Guardian Signature ____________________________ Date _________________  
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