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MS/HS PUPIL MEDICATION FORM
Request for Administration of Medication during School Day

Student Name ___________________________  Grade ______________

DOB _______________

Home Address _______________________________________________
                         
	     _______________________________________________

I. TO BE COMPLETED AND SIGNED BY PARENTS OR GUARDIAN
I request the school nurse to administer the medication as described below, by my physician to my child _______________________________________________.
I will supply the school nurse with medication prescribed below in the original container, or a duplicate professionally labeled by the pharmacist for this purpose.

SIGNATURE ____________________________________________________

RELATIONSHIP________________________________ DATE ___________


II. TO BE COMPLETED AND SIGNED BY PHYSICIAN

Student’s Name ____________________________________________________

Diagnosis _________________________________________________________

Name of Medication ________________________________________________

Dosage & Time to be given ___________________________________________

Side Effects to REPORT: _____________________________________________

Side effects to expect: ________________________________________________

PHYSICIAN SIGNATURE ___________________________________________

Phone # _________________________________  Date _____________________
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CARRY ON SELF FORM
		      Appendix D
             SELF MEDICATION RELEASE FORM


Date:  ______________

Child’s Name:  _____________________________ DOB: _______________
Has been instructed in the proper use of the following medication procedures:

_______________________________________________________________

We, (Physician’s signature) _________________________________________

And (Parent or Guardian’s signature)_________________________________,

request that(Child’s Name) _______________________ be permitted to carry the medication on his/her person or to keep same in his/her locker or P.E. locker, as we consider him/her responsible.  He/she has been instructed in and understands the purpose and appropriate method and frequency of use.




		NOTE:  This form must be completed in addition to routine district 
			  medication form for those students who request permission to 			   carry their own medication on campus or keep this medication 
			   in a P.E. locker.
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