Fillmore Central School Medication Permission Form
104 Main Street, PO Box 177, Fillmore, NY 14735                             Phone: 585-567-8584   Fax: 585-567-2541

Medications must be picked up by the parent or designated adult at the end of the school year. Any medication not picked up will be destroyed.
All medication must be brought to school by an adult. DO NOT send medication with a child or on the bus.
 (
Over-The-Counter Medication
To be completed by Physician and signed by Parent
Fill out and return to school with your child’s medication in its 
ORIGINAL 
OTC
 bottle,
 
w
ith your child’s name on the bottle.
Medication: ___________________________________
___________
___________________   Dosage: ___________________________
Reason for medication: _______________
_____
______
_____________
_
  Times
 to be administered: __
__________________
Route: ____________
_____________________
___
 Start Date: ______________
_
___
_____
_  
Stop
 Date: ______________________
__
Date:
 _______
___
______ 
Physician’s Signature:
 _________________
_______
___________________________________________
Physician’s Name _____________________________
________________________ Phone # __________________________________
Address _________________________________________________________________________________________
____________
________
Parent/Guardian
Date: ____
_________
____ 
Parent/Guardian Sign
ature:
 ___________
___
____________
_______________
__________________
) (
Prescription Medication
To be completed by Physician and signed by Parent
Fill out and return to school with your child’s medication in its 
ORIGINAL 
prescription bottle.
Medication: _____________
____________
___________________________________
_  Dosage
: _______________________________
Reason for Medication: _______________
____________________
_  Time
 Medication Administered: __________________
Route: ____________
_____________________
___
 Start Date: ______________
_
___
_____
_  
Stop
 Date: ______________________
__
Possible adverse reaction or side effects: ___________________________________________________
____________
_________
Student is both responsible and capable of self-administering this medication: (asthma & 
a
naphylaxis
 conditions only)     ____ Yes    ____ No
Date:
 __
___
________ 
Physician’s Signature:
 _________________________
__________
___________________________________
Physician’s Name _____________________________
________________________ Phone # __________________________________
Address ______________________________________
____________
____________________________
_______________________________
Parent/Guardian
Da
te: _
_
______
____ 
Parent/Guardian Signature:
 
____
___
_
___________________________
_____________________________ 
) (
Student: _______________________
__________________
___
________
__
__
__ DOB: ________
____
___
_
__
__
 Grade: 
_
____
__________
)







Over
