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Greater Portland Christian School, 1338 Broadway, South Portland, ME  04106   
Voice (207) 808-8350  Fax (207) 808-8592  office@gpcs.net 

Authorization to Administer  
Medication During School Hours 

For School Year:____________________ 

Student Name: _____________________________________________________________________________ Grade: _______      

Name of Medication:__________________________________________________________________________________________ 

Medication Description (e.g., tablet, drops, inhalant): _________________________________________________________________ 

Dosage: ____________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Time to be given:_____________________________________________________________________________________________ 

Healthcare Provider’s Name:____________________________________________________________________________________ 

Healthcare Provider’s Phone:____________________________________________________________________________________ 

Reason for Medication: ________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Possible side effects and safety procedures:________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Parent Authorization for Medication Administration: I authorize medically unlicensed GPCS staff to administer the above medication 
to my child as stated. I understand that if the medication is still in school seven (7) days after the last student day, the medication will 
be disposed of. 

Parent/Guardian Signature:____________________________________________________________  Date:___________________ 

Parent/Guardian Name Printed:_________________________________________________________________________________ 
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