
                                                                                                                                                                        

        Discovery Woods Montessori School 

604 N 7th Street Brainerd, MN 56401 

Phone: (218) 828-8200 E-mail: office@discoverywoods.com 

 
AUTHORIZATION OF ADMINISTRATION OF NON-PRESCRIPTION MEDICATIONS 

(TO BE RENEWED ANNUALLY) 

 
Last Name: ______________________________First Name:__________________________ Date of Birth: _________________ 

 

Parent(s) /Guardian(s): _____________________________________________________________________________________ 

 

School: __________________________      Teacher/Grade: ______________________________        Weight: ______________ 

 

(Parents: Please consider student’s maturity level when choosing an option below.) 

 

To Authorized School Personnel: 

 

I hereby request and authorize you to administer the following medication to ____________________________________. 

                                                                                                                                             (Student’s Name) 

 

OR 

 

I request and authorize my son/daughter to self administer his/her own medication during school hours. 

This medication will be kept in the office. 

 

Name of Medication:  _________________________________ICD Code: ___________________________________________ 

Dosage:  ___________________________________________ Time (or frequency):  __________________________________ 

Allergies:  ______________________________________________________________________________________________ 

Reason for use:  __________________________________________________________________________________________ 

Student’s Physician: ____________________________________ Clinic:  ___________________________________________ 

*Physician Signature:  _____________________________________   (*required if bottle directions recommend, or parent 

                                                                                                                                        request is contrary to bottle directions) 

 

PARENT/GUARDIAN AUTHORIZATION 

 

1. I understand I must provide this medication in the original labeled container. 

 

2. I will immediately notify the school of any change in the medication or physician’s order, dosage change, frequency, or 

duration of administration. 

 

3. I give permission for the school nurse to communicate with other school personnel about the action and side effects of 

the medication. 

 

4. I give permission for the school nurse to consult with this child’s physician concerning any questions that arise with 

regard to the listed medication, medical condition or side effects of this medication.  

 

5. Field Trips – I give permission for a teacher/responsible adult to administer the medication on a field trip, as necessary, 

following school procedure.   

 

6. I release all school personnel, ISD #181, and any responsible adult administering the medication, from any and all 

liability in the event of any adverse reaction resulting from the use or administration of this medication.   

 

  _______________________________________           Phone #: _______________________(H)     Date:  _______________ 

     Parent(s)/Guardian(s) Signature                                   Phone #: _______________________(C)     

 

 

 
 

mailto:office@discoverywoods.com


        Discovery Woods Montessori School 

604 N 7th Street Brainerd, MN 56401 

Phone: (218) 828-8200 E-mail: office@discoverywoods.com 
 

ADMINISTERING MEDICATION IN SCHOOL 

 

It is not the responsibility of the school or its employees to prescribe drugs, medications, or home remedies. 

Medications should be administered at home under the supervision of the parent or guardian when possible.   

However, some students require administration of medications or medical procedures to be performed during 

the regular school day.  In those situations, the following procedure will be followed: 

 

1. Medication to be administered to a student during the school day must be brought to school by the parent 

or guardian and left with the designated school representative.  

 

2. Before any medication will be dispensed by anyone affiliated with the school district, a Physician Order 

for Prescription Medication and Parent Authorization form or Physician and Parent Authorization for 

Self-Administration of Medication form which has been signed by the physician and parent or guardian of 

the student must be on file with the designated school representative.  This authorization must include all 

of the following:  the name of the student, name of the medication, dosage to be given, the time or 

frequency that the medication is to be given, a diagnosis or reason the medication is needed, and a 

signature from the physician and parent or guardian. 

 

                    The Physician Order for Prescription Medication and Parent Authorization form or Physician and Parent                                            

                    Authorization for Self-Administration of Medication form must be submitted at the start of the school  

                    year or when the medication becomes necessary.  Self-administered prescriptions would include but not 

                    be limited to such medications as inhalers, epi-pens, insulin, or other emergency medications.  (The 

                    prescription from the physician must specifically state that the student is to carry the medication on their  

                    person and administer the medication themselves.)  Controlled substance (i.e. Ritalin) may not be self 

                    administered. 

 

3. Prescription medications must be provided to the designated school representative in a duplicate bottle 

                    which has been appropriately labeled by a pharmacist.  Prescription medications brought to school in any 

                    other container will not be administered.  Prescription medications will only be administered to a student 

                    if the designated school representative is provided a written statement from a doctor, a prescription bottle 

                    with a current, accurate label, and an authorization as discussed above.  

 

4. Before any over-the-counter medication will be dispensed by anyone affiliated with the school district, an 

Authorization of Administration of Non-Prescription Medication form which as been signed by a parent 

or guardian of the student must be on file with the designated school representative.  Over-the-counter 

medications must be provided to the designated school representative in the original labeled container.  

An over-the-counter medication will only be administered to a student according to the written directions 

on the bottle, unless contrary written directions from a physician are provided.  If there is no specific age-

appropriate dosage on the bottle, the medication will not be administered, unless contrary written 

directions from a physician are provided to the school.  

 

                    Aspirin or aspirin-containing products will only be administered upon written direction from a physician. 

 

5. The District reserves the right to review the continued use of any over-the-counter medication which has  

been prescribed by the parent or guardian.  The District may require a physician’s order for continued use 

of any over-the-counter medication. 

 

6. When use of medication has ceased, or is no longer needed by the student, the parent or guardian is  

responsible to retrieve unused medications from the school.  Any unused medications will be disposed of 

by the school upon the written request of the parent or guardian or at the end of the school year.  

 

 


