PRESCRIPTION MEDICINE FORM 
AHS Senior All Night Party 
[bookmark: _GoBack]Prescription medicine MUST be turned into the designated parent with this form during check in. 
Medications will be made available to your student as indicated below. If you have questions, or if your student has special needs of which our volunteers should be aware, please contact the SANP committee at chick4rabbit@gmail.com. 
Name of Student: ____________________________________________________ 
Date of Birth: _____________________________________________________
Medication(s):________________________________________________________ 
Directions for Administration: ____________________________________________________________________________________________________________________________________________________________________________________________________________ 
Possible side effects of medication/additional comments: ____________________________________________________________________________________________________________________________________________________________________________________________________________ 

I hereby request that my child be allowed to take the prescribed medication(s) listed above, under the circumstances described in the Directions for Administration, at the Senior All Night Party. 
Parent/Guardian Signature: ______________________________________________ Parent/Guardian Name (Print):____________________________________________ Address: __________________________________________________ 
Phone Number:____________________
Date:________________
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