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Anchorage School District 
SHORT-

 DATE OF BIRTH (MM/DD/YYYY) 

 
SCHOOL GRADE 

 

PARENT / GUARDIAN AGREEMENT AND AUTHORIZATION 
 

 

START DATE   END DATE MEDICATION DOSE ROUTE TIME REASON 

 

     

NAME OF MEDICAL PROVIDER PRESCRIBING THIS MEDICATION 

 
MEDICAL PROVIDER’S TELEPHONE NUMBER 

 

 

 

I request that the prescription medication listed above be given to my child for no longer than 15 school days. I understand after these 15 days a prescription medication 
authorization will need to be completed by a medical provider with prescriptive authority in Alaska, in order for my child to receive additional doses of this medication. I 
understand that, in the absence of the nurse, other trained Anchorage School District (“ASD”) personnel may administer this medication. 
 
 


