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AUTHORIZATION FOR ADMINISTRATION OF PRESCRIPTION MEDICATION

Parents requesting that prescription medication be administered to their student by school staff* during school hours are required to provide:
     1. Physician order
     2. Parent/Guardian release
     3. Medication supplied in the original bottle
          - Ask for prescription to be divided in two bottles completely labeled, one for home and one for school.

Student’s Name ___________________________________________________________    Date of Birth ______________________

Address _____________________________________________________________________________________      Grade _______


Provider’s order for administration of medication by school personnel

I have prescribed the following medication for this student and request that it be given by school personnel as follows:

Medication Name and Dose ____________________________________________________________________________________

Dosage / Time of administration ________________________________________________________________________________

Condition for which medication is being administered _______________________________________________________________ 

Effective dates _______________________________________________________________________________________________

Possible side effects __________________________________________________________________________________________

If an inhaler or Epi-pen, may the student carry it with him/her?                    Yes                    No

Special instructions ___________________________________________________________________________________________

Provider’s Name (please print) _____________________________________Clinic Name ___________________________________

Provider’s Signature __________________________________________ Date _______________ Phone _______________________


Parent/Guardian release for administration of medication and release of information
Only when a medication is prescribed to be taken during school hours will a student be given medication at school. I request this medication to be given as prescribed and the above requested information be released to the provider from the school. If necessary, the school may request additional information from the provider regarding this condition.

[bookmark: _GoBack]I release school personnel from any liability in relation to the administration of this medication at school. I understand that the student is not to transport the medication to and from school. Parent/guardian will bring the medication to and from school.

Parent/Guardian name (please print) __________________________________________________________________________

Parent/Guardian signature _______________________________________________________ Date _________________________

Home phone _________________________ Work phone ___________________________ Cell phone _______________________

*Administration of medication will not necessarily be through the Licensed Practical Nurse.

Allergies ____________________________________________________________________________________________________

