
 






Student‌ ‌Name‌ ‌____________________________________School‌ ‌Year_______‌ 

Date‌ ‌of‌ ‌Birth___________________Grade___________‌ 

Medication‌ Strength‌ Dose‌ Time‌ Route‌ 

 ‌‌Signature‌ ‌of‌ ‌Physician/License‌ ‌Prescriber‌:‌_______________________________________‌ 

Name‌ ‌of‌ ‌Physician/Licensed‌ ‌Prescriber:__________________________Date:____________‌ 

Clinic‌ ‌Address:_______________________________________________________________‌ 

Clinic‌ ‌Phone‌ ‌#:__________________________Fax‌ ‌#:________________________________‌ 

Medical‌ ‌Condition:_____________________________________________________________‌ 

Possible‌ ‌Side‌ ‌Effects‌ ‌or‌ ‌Other‌ ‌Considerations:_______________________________________‌ 

Expected‌ ‌Duration‌ ‌of‌ ‌Treatment:__________________________________________________‌ 

Parent/Guardian‌ ‌Authorization‌ ‌ 
1. ‌I‌ ‌request‌ ‌my‌ ‌child‌ ‌be‌ ‌allowed‌ ‌to‌ ‌self‌ ‌administer‌ ‌the‌ ‌above‌ ‌medication(s)‌ ‌during‌ ‌school‌ ‌hours‌ ‌and

on‌ ‌field‌ ‌trips,‌ ‌as‌ ‌ordered‌ ‌by‌ ‌physician/licensed‌ ‌prescriber.
2. ‌I‌ ‌release‌ ‌school‌ ‌personnel‌ ‌from‌ ‌liability‌ ‌in‌ ‌the‌ ‌event‌ ‌adverse‌ ‌reactions‌ ‌result‌ ‌from‌ ‌taking‌ ‌the

medication(s).
3. I‌ ‌will‌ ‌notify‌ ‌the‌ ‌school‌ ‌of‌ ‌any‌ ‌changes‌ ‌in‌ ‌the‌ ‌medication(s).‌ ‌(ex:dosage‌ ‌change,‌ ‌medication

discontinued).
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4. I‌ ‌give‌ ‌permission‌ ‌for‌ ‌the‌ ‌school‌ ‌nurse‌ ‌to‌ ‌consult‌ ‌with‌ ‌the‌ ‌above‌ ‌named‌ ‌student’s‌‌ 
physician/licensed‌ ‌prescriber‌ ‌regarding‌ ‌any‌ ‌questions‌ ‌about‌ ‌the‌ ‌above‌ ‌listed‌ ‌medication(s)‌ ‌or‌‌ 
condition(s).‌ ‌ 

5. I‌ ‌give‌ ‌permission‌ ‌for‌ ‌the‌ ‌school‌ ‌nurse‌ ‌to‌ ‌communicate‌ ‌with‌ ‌the‌ ‌child’s‌ ‌teachers‌ ‌about‌ ‌the‌ ‌child’s‌‌ 
health‌ ‌condition(s)‌ ‌and‌ ‌the‌ ‌action‌ ‌of‌ ‌the‌ ‌medication(s).‌ 

6. I‌ ‌give‌ ‌permission‌ ‌for‌ ‌the‌ ‌medication‌ ‌to‌ ‌be‌ ‌given‌ ‌by‌ ‌designated‌ ‌personnel‌ ‌delegated‌ ‌by‌ ‌the‌ ‌school‌‌ 
nurse.‌ ‌ 

‌ 
Additionally,‌ ‌I‌ ‌understand‌ ‌the‌ ‌following‌ ‌guidelines‌ ‌must‌ ‌be‌ ‌adhered‌ ‌to‌ ‌in‌ ‌regard‌ ‌to‌ ‌self‌‌ 
administration:‌ ‌ 

● The‌ ‌medication‌ ‌must‌ ‌be‌ ‌an‌ ‌emergency‌ ‌or‌ ‌maintenance‌ ‌medication‌ ‌for‌ ‌a‌ ‌specific‌ ‌condition‌‌ 
outlined‌ ‌in‌ ‌the‌ ‌student’s‌ ‌health‌ ‌plan‌ ‌created‌ ‌by‌ ‌parents,‌ ‌doctor‌ ‌and‌ ‌school‌ ‌nurse.‌ ‌(Diabetes,‌‌ 
asthma,‌ ‌anaphylaxis,‌ ‌….)‌ ‌ 

● The‌ ‌medication‌ ‌may‌ ‌NOT‌ ‌contain‌ ‌ephedrine‌ ‌or‌ ‌pseudoephedrine‌ ‌as‌ ‌its‌ ‌sole‌ ‌active‌ ‌ingredient‌ ‌or‌‌ 
as‌ ‌one‌ ‌of‌ ‌its‌ ‌active‌ ‌ingredients.‌ ‌ 

● The‌ ‌medication‌ ‌must‌ ‌be‌ ‌used‌ ‌as‌ ‌prescribed‌ ‌or‌ ‌labeled‌ ‌on‌ ‌the‌ ‌original‌ ‌container.‌  ‌The‌ ‌medication‌‌ 
must‌ ‌be‌ ‌brought‌ ‌to‌ ‌school‌ ‌in‌ ‌a‌ ‌properly‌ ‌labeled‌ ‌bottle.‌ ‌ 

● The‌ ‌student‌ ‌must‌ ‌NOT‌ ‌share‌ ‌the‌ ‌medication‌ ‌with‌ ‌anyone‌ ‌else.‌ ‌ 
If‌ ‌my‌ ‌student‌ ‌does‌ ‌not‌ ‌follow‌ ‌the‌ ‌above‌ ‌guidelines,‌ ‌I‌ ‌understand‌ ‌that‌ ‌his/her‌ ‌permission‌ ‌to‌ ‌carry‌ ‌and‌‌ 
self-administer‌ ‌the‌ ‌medication‌ ‌may‌ ‌be‌ ‌taken‌ ‌away.‌ ‌ 
‌ 

_______________________________________________‌  ‌______/______/________‌ ‌ 
Parent/Legal‌ ‌Guardian‌ ‌Signature‌ Date‌ ‌ 
‌ 
‌ 

‌ 
‌ 

School‌ ‌Acknowledgement‌ ‌and‌ ‌Notification‌ ‌that‌ ‌the‌ ‌above‌ ‌mentioned‌ ‌student‌ ‌will‌ ‌be‌ ‌self‌‌ 
carrying/self-administering‌ ‌his/her‌ ‌medication(s).‌ ‌ 
‌ 

Reviewed‌ ‌and‌ ‌accepted‌ ‌by‌ ‌____________________________________________‌  ‌_____/_____/______‌ ‌ 
                                            ‌  ‌Licensed‌ ‌School‌ ‌Nurse/Registered‌ ‌Nurse‌ Date‌ ‌ 
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