MERIDIAN CUSD #223
AUTHORIZATION FOR ADMINISTRATION OF MEDICATION FORM

TO: PARENT OR GUARDIAN ' e
OUR SCHOOL POLICY STATES THAT ALL PRESCRIPTION AND NON-PRESCRIPTION MEDICATIONS THAT ARE GIVEN DURING SCHOOL
HOURS MUST HAVE THIS FORM COMPLETED PRIOR TO THE ADMINISTRATION OF ANY MEDICATION. NO MEDICATION WILL
BE GIVEN UNLESS ABSOLUTELY NECESSARY FOR THE CRITICAL HEALTH AND WELL-BEING OF THE STUDENT.
ALL MEDICATION SENT TO SCHOOL MUST BE:
1) INTHE ORIGINAL PRESCRIPTION BOTTLE OR, FOR NON-PRESCRIPTION MEDICATION, IN THE ORIGINAL PKG.
2) PROPERLY LABELED WITH THE NAME OF THE STUDENT, THE PRESCRIBING PHYSICIAN, NAME OF THE
MEDICATION, DOSAGE, ROUTE, AND THE TIME TO BE GIVEN, AND THE NAME OF THE PHARMACY.
3) THIS PERMIT IS VALID FOR ONE SCHOOL YEAR ONLY AND MUST BE RENEWED EACH YEAR.

10 BE COMPLETED BY THE PH YSICIAN ,
STUDENT_ NAME : BIRTH DATE GRADE

NAME OF MEDICATION AND DOSAGE

FREQUENCY TIME TO BE GIVEN IN SCHOOL
ROUTE OF ADMINISTRATION (IE. ORAL, INJECTION)
DIAGNOSIS REQUIRING MEDICATION

EXPECTED SIDE EFFECTS, IF ANY

OTHER MEDICATIONS THE STUDENT IS RECEIVING

Instructed in and approved for self-administration of emergency medication. YES NO
Student understands need for medication and the necessity to report to school personnel any unusual . DOES NOT APPLY
side effects or the failure of the medication to relieve symptoms. This student is capable of using this (Circle one)
medication independently - : : :

Instructed in and approved for carm‘gg[self—administraﬁon of other medication as YES NO -

designated above by Physician. (i.e.: Epi-pen, inhaler) DOES NOT APPLY

= ’ (Circle One)

PHYSICIAN’S NAME (PLEASE PRINT) . . PHYSICIAN’S SIGNATURE

OFFICE PHONE _ ‘ DATE

70O BE COMPLETED BY PARENT . '
1. Tam primarily responsible for administering medication to my child. However, in the event that T am
* unable to do so or in the event of a medical emergency, I hereby authorize the School District and its

employees and agents, in my behalf and stead, to administer or to attempt to administer to my child (or to
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 medications to my child to be performed by an individual other
than a school nurse, and specifically consent to such practices, and »

2. Tindemnify and hold harmless the school district and its employees and agents against any claims, except a
claim based on willful and wanton conduct, arising out of the self-administration of medication by the pupil.

3. Ifapplicable, my child may possess and use his/her asthma medication (inhaler), while in school, while at

school-sponsored activities, or while in before-school or after-school care on school-operated property.

Parent/Guardian signature Phone number Date
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