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Consent for Administering Medication at School




I hereby request and give my permission for the school nurse or person designated by the administrator to see that my child, receives the medication as directed below.

Student Name:  _________________________________________      Grade:  ________	Teacher: _________________________ 

Prescription medication is to be brought to the school in its original prescription container with a current dispensing pharmacy label affixed.  The label shall indicate the student’s name, prescription number, name of medication, dosage, and number of times a day to be administered.

Non-prescription (over-the-counter) medication must also be brought to school in its original container.  The date, time to be given, and amount to be given are entered below. 


Physician’s name: ______________________________________________	Prescription Number: ______________________

Name of medication: ____________________________________________________________	Strength: __________________

Amount to be given: __________________________	Route of administration (By mouth, inhaled, etc.)______________________

Time of day to be given: _______________________	Reason for medication: __________________________________________

Dates of treatment:	Start _______________	Stop _______________	Medication Expires on: _____________________

Special Instructions: ________________________________________________________________________________________
Allergies to medication:		□ my child does NOT have
				□ my child DOES have allergies to medications: ____________________________________


On early release days, medication will be administered up to 30 minutes prior to dismissal.  If a medication is due after this time, it will not be given.

I understand that all medication must be kept in a locked cupboard in the school Health Office and that it is the student’s responsibility to report to the Health Office for the administration of the medication at the prescribed time.  I agree to, and do hereby hold the District and its employees harmless for any and all claims, demands, causes of actions, liability or loss of any sort, because of, or arising out of, acts or omissions or for any reaction to the medication when given according to the above directions.

I further understand medication is to be brought to the school by the parent/guardian and checked in with the nurse or health assistant.  At the end of each school year, the parent/guardian must pick up any remaining stock of medication.  Any medication not picked up on the last day of school will be discarded.   _______ initial.


__________________________________________________________			________________________
Parent/Guardian signature								Date
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