
SCHOOL DISTRICT OF NEW RICHMOND 
701 East Eleventh Street New Richmond, WI  54017 

Ann Rudolph, EMR, Middle School Health Assistant, email:arudolph@newrichmond.k12.wi.us 
Telephone: (715) 243-1616   Fax: (715) 246-0580 

Physician/Parent Medication Request Form  
Prescription Medication 

The School District of New Richmond requires all students who require prescription medication(s) during school 
hours to comply with the following: 

1. The prescription medication is supplied by the student’s parent/guardian in the original pharmacy labeled 
container. 

2. The container specifies the name of the student, the name of the prescriber, the name of the prescription 
medication, the dose, the effective date, and the directions in a legible format. 

3. A prescription medication to a student may be administered in compliance with the written instructions of a 
*“Practitioner,” if the bottom portion is completed and signed by the practitioner. 

4. The parent/guardian will also sign at the very bottom for written consent for their student to receive the 
medication at school as directed below by the physician.  

 
*A “practitioner” shall include a physician, dentist, podiatrist, optometrist, physician assistant or advance 
practice nurse prescriber. 
 
Please complete and return the form to the health assistant in your student’s school.  
 
Student’s Name: _______________________________________________ Date of Birth: _________________ 
 
School:  ________________________________Grade: _______________ Teacher: _______________________ 
 

TO BE COMPLETED BY PHYSICIAN/PRESCRIBER 
Name of medication: _______________________________ for the treatment of: ___________________________ 
 
Specific dose(s) to be given at school: ______________________________________________________________ 
 
Time to be given at school: _______________________________________________________________________ 
 
Length of time to be administered: ________________________________________________________________ 
 
Are there any special instructions: ( ) Yes    ( ) No   If yes, please explain: __________________________________ 
 
 
 
Printed name of Practitioner:__________________________Signature of Practitioner:_______________________ 
 
Address of Practitioner:__________________________________________Date:___________________________ 
 
Telephone number of Practitioner:____________________________Fax:_________________________________ 
 
 

1. I give permission for my child to receive the above medication as directed for the school personnel to 
contact the physician/prescriber directly if there are any questions relating to the medication treatment. 

2. I will immediately notify the school of any change in the medication or physician’s order, dosage, 
frequency, duration or discontinuation of the administration. I understand that if there are 
medication/dosage changes during the school year that a new written prescriber authorization is required. 

3. I will pick up any remaining medication at the end of the year, if not, it will be disposed of. 
 

____________________________________________________________________________________________  
                    Parent(s) Guardian Signature                                                              Date 

This request/permission is valid for the current school year only.  

mailto:arudolph@newrichmond.k12.wi.us

