AUTHORIZATION FOR ADMINISTRATION OF MEDICATION AT SCHOOL

ST. MARY’S SCHOOL
STUDENT NAME: DOB: GRADE: SCHOOL YEAR:
MEDICAL CONDITION MEDICATION STRENGTH | DOSE | TIME | ROUTE POSSIBLE SIDE EFFECTS

1.

2.

3.

4.

START DATE: STOP DATE: ALL AUTHORIZATIONS EXPIRE AT THE END OF THE SCHOOL YEAR

OTHER CONSIDERATIONS / DIRECTIONS:

Student is knowledgeable about the medication(s) and how to administer it.

|:| Student may self-administer the medication. (Not applicable to controlled substances.)
Student has the skills to safely possess and use an inhaler.
NAME OF PHYSICIAN / LICENSED PRESCRIBER (PLEASE PRINT) PHYSICIAN / LICENSED PRESCRIBER SIGNATURE DATE

CLINIC ADDRESS PHONE NUMBER

PARENT GUARDIAN AUTHORIZATION

1. lauthorize that the above medication(s) be given during school hours as ordered by the student’s physician / licensed
prescriber. | also authorize and request the medication(s) be given on field trips, as prescribed.

2. Irelease school personnel from liability in the event adverse reactions result from taking the medication(s).

3. Iwill notify the school of any change in the medications(s) (dosage change, medication is discontinued...)

4. |give permission for the school nurse to communicate with the student’s teachers about the student’s health condition(s)
and the action of the medication(s).

5. Igive permission for the school nurse to consult with the above-named physician / licensed prescriber regarding any
guestions that arise with regard to the listed medication(s) or medical condition(s) being treated by the medication(s).

6. |give permission for the medication(s) to be given by designated personnel by the school nurse.

|:| My son / daughter may self-administer his / her medication. (Not applicable for controlled substances.)

PARENT / GUARDIAN NAME SIGNATURE DATE

NOTE: Medication is to be supplied in the original prescription bottle.




