Princeton Elementary School District #115

School Medication Authorization Form
STUDENT’S NAME                                                                                            BIRTHDATE                                     _
ADDRESS                                                                                                           HOME PHONE___________________                                 
SCHOOL                                                                    GRADE                EMERGENCY PHONE___________________                                  
To be completed by the student’s physician or physician’s designee
NAME OF MEDICATION_________________________________________________________________________                                                                                                                                                
DOSAGE                         
FREQUENCY                            TIME TO BE GIVEN__________________________                                                 

DATE OF PRESCRIPTION                        DATE OF ORDER                       DISCONTINUATION DATE___________                    
1.  DIAGNOSIS REQUIRING MEDICATION __________________________________________________________                                                                                                                 
2.  SIDE EFFECTS, IF ANY_______________________________________________________________________                                                                                                                                          

3.  OTHER MEDICATIONS STUDENT IS RECEIVING__________________________________________________                                                                                                  

4.  TIME INTERVAL FOR RE-EVALUATION__________________________________________________________                                                                                                                  

5.  MUST THIS MEDICATION BE ADMINISTERED DURING THE SCHOOL DAY IN ORDER TO ALLOW THE                CHILD TO ATTEND SCHOOL OR TO ADDRESS THE STUDENT’S MEDICAL CONDITION?___________________                               
6.  MAY STUDENT SELF-ADMINISTER THE MEDICATION WITH DIRECT ADULT SUPERVISION?_____________                         
7.  IS THIS STUDENT AWARE OF SIDE AFFECTS AND ABLE TO CARRY AND USE THIS MEDICATION                     INDEPENDENTLY? (i.e. inhalers for students grade 5 and above)_________________________________________                                                                          

8.FURTHERINSTRUCTIONS/REMARKS:____________________________________________________________                                                                                                                 
Physician’s Name – Print



Physician’s Name – Signature________________________

Address_______________________________________________________________________________________

Phone (Office)____________________________________Phone (Emergency)______________________________

Date______________________________________
I hereby confirm that I am primarily responsible for administering medication to my child.  However, in the event that I am unable to do so or in the event of a medical emergency, I hereby authorize Princeton Elementary School #115 and its employees and agents, in my behalf and stead, to administer or to attempt to administer my child (or allow my child to self-administer, while under the supervision of the employees and agents of the school district), lawfully prescribed medication in the manner described above.  I ACKNOWLEDGE THAT IT MAY BE NECESSARY FOR THE ADMINISTRATION OF MEDICATION TO MY CHILD TO BE PRACTICES.  I further acknowledge and agree that when the lawfully prescribed medication is so administered or attempted to be administered, I waive any claims I might have against the school district, its employees and agents arising out of the administration of said medication.  In addition, I agree to hold harmless and indemnify the school district, its employees and agents, either jointly or severally, from and against any and all claims, damages, cause of action of injuries incurred or resulting from the administration or attempts to administer such medication.

                                                                                 

           _________________________________                            

Parent’s/ Guardian’s Signature





Date

Student Medication Record
Student                                                               Year                            Grade                Lunch Hour_____               
Medication                                                          Dosage                              Route                   Time _____                
Self Administered
YES
NO

  Sign and date at bottom only once to identify initials
KEY
O = Out of medicine

Instructions: Use one sheet per medication
  Enter additional comments in notes at bottom of record
A = Absent

Write time and  initial


  Include completed form in cum file.



X = No School









N = Not given - comment notes
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Person supervising medication administration:
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