REQUEST FOR MEDICATION TO BE GIVEN DURING SCHOOL HOURS

TO BE COMPLETED BY PHYSICIAN

Student's Name






DOB




School





  Grade

 Teacher





Medication Name *












Medication Dosage Amount










Time(s) to be given:

a.m.
     p.m.         as needed






Date(s) to be given: from 



 to 






Significant information (include side effects, toxic reactions, omission reactions):

*If the medication for this student is an allergy/asthma medication (i.e., EpiPen/ inhaler) the student may carry the medication on his/her person at all times. ______Yes    _______No   
The student who carries asthma medication must sign a contract with the school nurse for self-administration and demonstrate correct use/administration. The student’s name must appear on the inhaler/medication container.*
Contraindications for Administration










(No injection will be given except in extreme emergency, such as allergy to insect stings or diabetic coma.


Additional written care plan may be required for extreme emergency care needs.)
If an emergency situation occurs during the school day or if the student becomes ill, school officials are to:


a.   

Contact me at my office (Name of Practice and Telephone number)














b.   

Call 911 and take child immediately to the emergency room (CCH)


c.   

Other option








This medication will be furnished by parent or guardian within a container properly labeled by a pharmacist with identifying information (e.g. name of child, medication dispensed, dosage prescribed, and the time it is to be given).

Signature of Physician





Date Signed

Printed Name of Physician




DEA #

TO BE COMPLETED BY PARENT
I hereby give my permission for my child (named above) to receive medication during school hours.  I understand that the school takes no responsibility for the administration of the medication.  This medication has been prescribed by a licensed physician/provider.  I hereby release the Lee County School Board and their agents and employees from any and all liability that may result from my child taking the prescribed medication(s).  
I also give the physician/provider and school personnel (school nurse, principal or designee) permission to share information with each other regarding the medication prescribed on this Request, including dosage and time requirements, effects of medication and classroom accommodations.

*I am requesting that my child be allowed to carry his/her own allergy/asthma medication.   I understand that my child must demonstrate to the school nurse correct use/administration of the medication and will not share medication/equipment with others.   _______Yes
______No*
Signature of Parent or Guardian




Date Signed

Telephone Number(s)
Daytime


Emergency#





Revised 05/2005



     (School Use Only)

MEDICATION LOG

Student Name





Grade/Teacher





Name of Medication



          
         Form (circle) Capsule  Tablet   Liquid   Inhaler
Amount to be Given




 Time(s) to be Given





*For student who will self administer allergy/asthma medication: I have read the Responsibilities for carrying medication with me (rather than in the office/health room) and accept my responsibilities as listed.  I have demonstrated to the School Nurse the correct use/administration of my medication. I agree to notify an adult if I am having more difficulty than usual with my health condition.
Student’s Signature





 Date


              

Person(s) to Administer:  Initials, Signature and Title (e.g. JD=Jane Doe, RN, School Nurse)

Approved by:







    , Principal (signature)

Reviewed by:






          , School Nurse (signature)
















 Date and    Amount   Initials
    Date and   Amount    Initials        Date and    Amount    Initials

   Time
        Given      of Giver     Time       Given       of Giver        Time        Given      of Giver


