
 

Prescription Drug and Medicine Authorization 
 
 

Any prescriptions or over-the-counter medicine must be in the original, labeled container with 
the youth’s name on it.  Medication can not be dispensed by any adult without this form.  No 
shots of any kind will be administered.   

  
 

Student Name ___________________________________________________________________ 
 
Name of Prescription/Medicine ______________________________________________________ 
 
Prescribing Doctor ________________________________________________________________ 
 
Amount of Dosage ________________________________________________________________ 
 
Times to be given _________________________________________________________________ 
 
Duration of Prescription ____________________________________________________________ 
 
 
 
I, __________________________, hereby authorize the Church of Saint Paul to dispense medicine to  
      Parent/Guardian      
 
 

  ___________________________ as directed above. 
  Youth  

 
Signature of Parent/Guardian________________________________________ Date_____________ 
 
 



Affix Prescription Label Here or Enter 

Name _________________________________________ 

Prescription # __________________________________ 

Quantity Received_______________________________ 

Drug Strength/Dosage____________________________ 

Received by____________________________________ 

Date__________________________________________ 

Disposition of Unused Portion of Prescription 

 
Date____________   Amount_______________ destroyed by flushing 

Date Time  No. of dose Signature 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

Record of Medications Received 


