
Dear Parents, 

• A completed and signed medication authorization form is required in 
order for school personnel to administer medicine of any kind to any 
child. Enclosed with this are two forms: one for prescription medicine (to 
be filled out by a physician) and one for nonprescription medicine. 

   Additional copies are available in the school office.

• All drugs, whether obtained by prescription or over the counter, must be 
sent to the school in the original container marked clearly with the 
child’s name. The medication, along with the signed authorization form 
should be turned into the school office.  Under no circumstances should 
prescription or non-prescription medicine be kept in the child’s 
backpack during the day.  The school will not furnish medicine of any 
kind.

• All students are required to have an annual physical examination on 
file, dated on or after February 1, 2010. We must have a physical 
examination, and immunizations must be up-to-date before students 
are permitted to attend class on August 30, 2010.  

• Missouri Law Section 167.181 requires that all children entering a 
Missouri public, private or parochial school must be adequately 
immunized against Hepatitis B, diphtheria, tetanus, pertussis, polio, 
mumps, rubeola and rubella.

• Medical forms must be completed and returned to SMS by July 23, 2010.  By 
law, no child will be allowed to attend school without a medical form on file 
at The St. Michael School of Clayton.  
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CODE OF STATE REGULATIONS 3ROBIN CARNAHAN (2/28/09)
Secretary of State

Chapter 28—Immunization 19 CSR 20-28



First Name _________________________ Last Name __________________________ Date ________
SSN __ __ __-__ __-__ __ __ __  DOB ___-___-____ Sex:  M  F   Class: _____________________

Is the child under medical care for any condition 
at the present time?                                                            

 No  Yes, Diagnosis ____________________ 
_______________________________________
Does the child require any medication?                        

 No  Yes, Please list:____________________ 
_______________________________________

Allergies:   Medication ____________________   
 Food ______________  Other ___________ 

Epi Pen:  No  Yes, Reason _______________ 
Asthma:  No  Yes, Inhalers _______________ 
Chicken Pox :  No  Yes,Date______________ 
Lead level (children under 6) _____ Date_______  

Immunization History/Dates
DtaP/DTP DT OPV/IPV MMR HIB Prevnar HEP B HEP A

Varicella

Physical Exam: 
Ht  ________________  Wt  ________________ BP ________________            

 
 Vision with/without glasses:   R  20/
     L   20/         Hearing:  R  pass/fail   L  pass/fail

System Normal Abnormal Comments

Skin

ENT

Cardiovascular

Muscular Skeletal

Gastrointestinal

Neurological

Respiratory

Genitourinary

The child may fully participate in all school activities including physical education and competitive sports: 
No Yes, Please list restrictions: ______________________________________________________

Physician Name_____________________________Address__________________________________
Telephone Number____________________ Fax Number ____________________________________
Physician/Nurse Practitioner Signature and Date ____________________________________________

MEDICAL HISTORY/PHYSICAL
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First Name _____________________ Last Name ____________________ 
Date _________________ SSN __ __ __-__ __-__ __ __ __  Sex:  M  F   

To be completed by Child’s Physician or Authorized office personnel:
Diagnosis _________________________________________________________________________
Name of Medication: ________________   Starting Date____________   End Date _______________ 
Form of medication/treatment (circle):       Tablet/Capsule        Liquid     Inhaler   Injection    Nebulizer
Other_____________________________________________________________________________
Dosage ___________________________________ Time(s)_________________________________
Special Instructions _________________________________________________________________
_________________________________________________________________________________
Restrictions and/or side effects associated with Medication __________________________________
_________________________________________________________________________________
Physician’s Signature  _____________________________________ Date _____________________
Please Print Name ___________________________________ Address _______________________

To be completed by the Parent/Guardian
I give permission for (name of child) ____________________________ to receive the above 
medication at school according to the school’s policy. 
Signature of Parent/Guardian __________________________________ Date __________________

Record of Administration of Medication
Staff Name Date Time Dosage

Note: Medication must be in its original container. 

Permission Form for 
Prescription Medication
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Saint Louis
COUNTY_________

HEALTH_________



First Name _____________________ Last Name ____________________ 
Date _________________ SSN __ __ __-__ __-__ __ __ __  Sex:  M  F

To be completed by the Parent/Guardian:
Name of Medication: ________________   Starting Date____________   End Date _______________ 
Form of medication/treatment (circle):       Tablet/Capsule        Liquid     Inhaler   Injection    Nebulizer
Other_____________________________________________________________________________
Dosage ___________________________________ Time(s)_________________________________
Special Instructions _________________________________________________________________
_________________________________________________________________________________
Restrictions and/or side effects associated with Medication __________________________________
_________________________________________________________________________________
Signature of Parent/Guardian ____________________________________ Date ________________

Record of Administration of Medication
Staff Name Date Time Dosage

Note: Medication must be in its original container. 

Saint Louis
COUNTY_________

HEALTH_________

Permission Form for 
Non- Prescription Medication

2010/2011

6345 Wydown Blvd.   Clayton,  MO  63105   ph 314-721-4422   fax  314-721-4448


