AUTHORIZATION FOR MEDICATION STUDENT’S

ONE MEDICATION PER FORM
SCHOOL YEAR: 2015-2016 PICTURE
Student’s Name Date of Birth Grade
School Name : Phone Number Fax Number

TREATMENT PLAN (To be completed by Medical Provider)

Diagnosis:

ALLERGIES:

Medication/Strength/Route:

Dose & Frequency:

Directions:

Side Effects:

Has student been trained in the use (medication’s name) ~ Yes DNOL__I

Is student authorized to carry and self-administer | (medication’s name) ~ Yes D No D

I am aware that this medication may be administered by school personnel/non-medical staff.

Provider’s Name (PLEASE PRINT. /STAMP) Signature Date

Address Phone . Fax

PARENTAL/GUARDIAN PERMISSION

15 _, give my permission to the School Principal or his/her specified
Parent/Guardian Name (PLEASE PRINT)

delegated personnel to administer prescribed medication to:

(Student’s name and Relationship)

Signature of Parent/Guardian Phone ’ Date



"

Medication at School Checklist g%

What you need to bring in:

e Medication authorization form from doctor
(Originals)

¢ One Medication authorization form for EACH
medication your child is taking.

e Action care plans. Parents may get this form from
school nurse. Signed by Doctor and parent.

e All medication needs to be in original box with
pharmacy labels in English.

e Roles and Responsibility needs to be signed by
parent, and school designee.

e Health history and consent needs to be signed by
parent.

Thank you!



