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MEDICATION AT SCHOOL FORM
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Student Name: ___________________________________       Date of Birth: ___________	Grade _____
Parent/Guardian Name: _____________________________________	Phone: ________________________
	
Education Code 49423 defines certain requirements for the administration of medication in the school setting.  A student can be allowed medication in the school setting if a Medication at School form has been completed and signed by parent/guardian and physician.  This authorization will remain in effect for one year, unless terminated by parent earlier.  If there is a change in the student’s health status or medication regime the parent must notify the school immediately.  Medication must be sent to school in the original pharmacy container and clearly labeled with student’s name.  No medications (including over the counter) will be given at school without a current doctor prescription.



PARENT REQUEST
The undersigned, which is a parent/guardian of the above named student, requests that the school nurse or designated school personnel assist the pupil, when necessary, in the matter set forth by the physician’s orders.  I hereby consent to self-administration, if authorized by the physician.  Furthermore, I consent to appropriate school personnel consulting with the student’s physician regarding the medication, if necessary.  Parent will hold harmless school personnel with regards to their child’s medication at school. 

Signature of Parent/Guardian: _______________________________________		Date: ______________
  *************************************  PHYSICIAN’S ORDERS  ***********************************
Diagnosis/Condition for which the medication is to be given: ______________________________________________
Medication: __________________________________		Dosage: ________________________________
Method of Administration: __________________________________	Time Limit: ________________
Possible side effects: _____________________________________________________________________________
	Asthma Inhalers/Auto-Injectable Epinephrine:
Does the student need to carry an inhaler or auto-injectable epinephrine on campus? Yes______		No______

I have instructed the student in the proper way to use his/her inhaler or auto-injectable epinephrine, including proper administration technique.  It is my professional opinion that the student is able to self-administer the medication and should be allowed to carry and use the inhaler or auto-injectable epinephrine on campus.


Physician’s Name (printed) ______________________________________	Date: _______________
Physician’s Signature: _______________________________________		Phone: ______________
School Nurse: _____________________________________________		Date: _______________
School Name: _______________________         Phone: _________________          Fax:_________________
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