
 

 

THE CLEAR VIEW SCHOOL DAY TREATMENT CENTER 
BRIARCLIFF MANOR, NEW YORK    10510 
 
 
 
 
 
 

MEDICATION PERMISSION SLIP 

 
   

Date: ___________________ 
 
 
 
 

I give permission for medication to be administered to____________________________ 

at The Clear View School as prescribed and according to the school policies. 

 

 

 

 

 

 

 

 

________________________________ 

  Parent/Guardian Signature 
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