
PARKWAY HEALTH SERVICES 

Medication Communication 

  

 

Parent/Guardian completes this section: 

 

Student’s name:__________________________ 

 

Name of Medication:______________________ 

 

Strength of Medication:____________________ 

 

Number of tablets in bottle:_________________ 

 

_______________________________________ 

Parent/Guardian Signature              Date 

 

School nurse completes this section: 

 

Number of tablets received:_____________ 

 

____________________________________ 

School Nurse Signature                   Date 

 

Number of tablets returned home:____________ 

 

_______________________________________ 

School Nurse Signature                   Date 
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