STUDENTS
09.2241 AP.21

Authorization to Give Medication

DATE ______________________

STUDENT’S NAME: ___________________________________________________________

TEACHER/GRADE: ____________________________________________________________

To be completed by the physician or authorized prescriber

Reason for medication: _________________________________________________________________

Name of medication: ___________________________________________________________________

Form of medication/treatment:

( Tablet
( Liquid
( Inhaler
( Injection
( Nebulizer
( Other ____________

Instructions (Schedule and dose to be given at school): ________________________________________

Start:
( date form received
Other date: _____________________________

Stop:
( end of school year
Other date/duration: ______________________

( For episodic/emergency events only

Restrictions and/or important effects:

( None anticipated

( Yes. Please describe. _________________________________________________________________

_____________________________________________________________________________________

If medication must be self-administered, the student has been instructed in self-administering the medication by a physician or authorized prescriber.
( No
( Yes

Special storage requirements:
( None
( Refrigerate

Other: _______________________________________________________________________________

Date: ______________________ Signature: ________________________________________________

(Physician)
	Physician’s Name: _____________________________________

Address: _____________________________________________

Phone #: ______________________________________________


To the school: Please report concerns about medications or disease to the above physician.

To be completed by parent/guardian:

I give permission for (name of child)________________________________________ to receive the above medication at school according to standard school policy and expressly hold harmless and waive any liability on behalf of, the school or its employees and agents concerning any injuries or reactions resulting from administration of the above medication unless such is the result of negligence or misconduct on behalf of the school or its employees. I will provide the medication in its original container according to the school policy.

Date: ______________ Signature: ___________________________________ Relationship: _________

For student health services/procedures not involving medication only, please refer to 09.22 AP.22.
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(Continued)

Authorization for Treatment/Procedures

DATE: _____________________________________

STUDENT’S NAME: ___________________________________________________________

I hereby give my permission for __________________________________________ School to administer the prescribed procedure during school hours. 

Reason for this procedure to be done during school hours: _______________________________

____________________________________________________________________________________________________________________________________________________________

A completed 09.22 AP.22, Request for Student Health Services and Procedures form must accompany this form.
______________________________________________________________________________

Parent/Guardian’s Signature
Phone # (home and work)
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