
WEST COVINA CHRISTIAN SCHOOL
Parent Release for the Administration of Medication

~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~

The law allows any person to assist in carrying out a physician’s recommendation.  The school recognized the desir-
ability of following a physician’s recommendations as nearly as possible at school, just as does a parent at home or
any other person (not necessarily a nurse) if the physician requests his or her assistance.  The fact that this is a service
or accommodation which the school is not legally required to perform is recognized by all parties signing this form.  In
so signing, parties agree to hold the school or its personnel free from any or all suits which might arise out of these
arrangements.

It is understood that the school is not legally obligated to administer medication to my/our child, and, therefore, I/We
agree to hold the school and its employees free from any and all responsibility for the results of such medication or
the manner in which it is administered and to indemnify each of them against loss by reason of any civil judgement
arising out of these arrangements which may be rendered against them.

I/We, the parent(s), further agree to bring the medication to school in a container from the pharmacist properly labeled
by same.  This label must include the name of the student, doctor, date, dosage, and name of medication and method
of administration.  Medication improperly labeled or contained cannot be administered at school.

~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~

I/We, the undersigned, who is/are the parent(s) of ___________________________________________________

request that medication be administered to my/our child in accordance with our physician’s,

__________________________________________________________________________________________

instructions on the enclosed form by a member of the school staff.  I/We will notify the school immediately if I/We
change physicians or if the medication is changed.

Mother’s Signature _____________________ Date _____________

Mother’s Address ________________________________________

Mother’s Telephone (H) __________________ (W)______________

Father’s Signature ______________________ Date _____________

Father’s Address _________________________________________

Father’s Telephone (H) ___________________(W) ______________

Both parents must sign if they are living with, or have custody of, the child.

         For Temporary Meds Only
                 (i.e., antibotics)

   Medication __________________

   Dosage _____________________

   Time _______________________
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