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WHEREAS 					      (hereinafter referred to as “the Student”) is a 
student of BINA High School, being operated within the jurisdiction of Virginia;

and WHEREAS the student suffers from 				    ;

and WHEREAS the student’s condition can be treated from time to time by the 
administration of the medication known as 							        
(hereafter referred to as “the medication”);

and WHEREAS it is recognized that the primary responsibility for the administration of 
medication rests with the student’s parents or legal guardian and physician;

and WHEREAS pursuant to BINA High School, it is provided that in special circumstances 
the school Principal or her designated staff, if requested by a parent or legal guardian, may 
assist in this matter for students who are not sufficiently mature or reliable to care for their 
own needs;

and WHEREAS we 						      , being the parents/legal 
guardians of the student have requested the assistance of the Principal or her designated 
staff, in the administration of the medication to the student.

NOW THEREFORE, in consideration of the Principal, or her designated staff assisting us in 
the matter, we the parents/legal guardians hereby release BINA High School, employees and 
agents from and against all claims, suits, demands and actions whatsoever taken now or in 
the future which may arise by reason of the administration of medication to the student.

								      
Parent or Guardian Signature			  Date
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Name of student 	

Medication 	

Purpose of medication 	

	

Dates medication is to be given 	

Time of day medication is to be given 	

Dosage 	

Possible side effects	

	

I hereby give my permission for 	  to take the above 
prescription at school as ordered. I consent to have a non-medical person dispense the medication.  
I understand that it is my responsibility to furnish this medication.

		
Date	 (Signature of Parent or Guardian)

Note: The prescription medication is to be brought to school in a container appropriately labeled by 
the pharmacy stating the name of the medication and the dosage.


