       OLMSTED COUNTY PUBLIC HEALTH

SCHOOL HEALTH SERVICES

ROCHESTER, MN 55904

AUTHORIZATION FOR ADMINISTRATION OF MEDICATION
(TO BE RENEWED ANNUALLY)

Section 1: Parent/Guardian completes
Student         
Date of Birth        
School         
Teacher/Grade         
Parent(s)/Guardian(s)                                                                                                                                         
Phone Numbers: Home ___________________________  Work _____________________________________
Section 2: Physician completes for prescription medications. Parent/Guardian completes for over-the-counter medications. 

I hereby request and authorize you to administer to the above-named student:
          MEDICATION            DOSAGE           TIME               DURATION               SELF-CARRY and SELF-ADMINISTER 
1.      
  FORMCHECKBOX 
yes      FORMCHECKBOX 
no

2.       
  FORMCHECKBOX 
yes      FORMCHECKBOX 
no

3.       
  FORMCHECKBOX 
yes      FORMCHECKBOX 
no

When ordering this medication self-carry and self-administer, I understand the student, my patient, will carry this medication at school.  I also understand this student, my patient, will be entirely responsible for the use of this medication and use of this medication will not be monitored by school personnel.             

Diagnosis/medical reason for medication        
Other medications the student is taking                                                                                                       
Allergies       
Other recommendations/unusual side effects                                                                                                        

PARENT/GUARDIAN AUTHORIZATION FOR STAFF ADMINISTRATION 

1.  I request that the above medication(s) be given to my student during school hours.

Section  3: Parent/Guardian signs for medication to be administered in health office by school staff
PARENT/GUARDIAN AUTHORIZATION FOR STAFF ADMINISTRATION
1.  I request that the above medication(s) be given to my student during school hours.

2.  I will immediately notify the school of any change in the medication or physician’s order, dosage change, frequency, or duration of administration.

3.  I give permission for the School Public Health Nurse to consult with this student’s physician concerning any questions that arise with regard to the listed medication, medical condition, or side effects of this medication.

4.  The school intends to use the requested information to provide for your child’s health and safety needs while at school.  You may refuse to supply the requested personal information.  There will be no consequence for not providing the information.  It may result in an incomplete health and safety plan for your child.  The information you provide will be shared only with staff in the school whose jobs require access to this information to ensure your child’s safety and school success.




          Parent(s)/Guardian(s) Signature
 
                                                 
     
       
       Date

5.  Field Trips – I give permission for school personnel to administer the medication(s) on a field trip, as necessary, following school procedure.




         Parent(s)/Guardian(s) Signature
 
                                                     
                     
       Date                               OVER
           
Section 4: Parent/Guardian and student complete this section if the medication will be self-carry and self- administered by the student. Prescription medications and over-the-counter medications require a physicians signature in section 2 to be self-carried and self-administered. Certain over-the-counter pain medication in grades 7-12 are the only exceptions. 
PARENT/GUARDIAN AUTHORIZATION FOR SELF-CARRY and SELF-ADMINISTRATION OF MEDICATION

I/we hereby authorize my student to self-carry and self-administer the above-named medication(s) during school hours.  I/we have read the student agreement below.

I/we understand my/our student will carry this medication at school.  I/we also understand my/our student is entirely responsible for the use of this medication and use of this medication will not be monitored by school personnel.

I/we have reviewed the self-carry and self-administration of medication student agreement with my/our student.

My/our student has signed the self-carry and self-administration of medication student agreement.




   Parent(s)/Guardian(s) Signature
                                                          
     
   Date

SELF-CARRY and SELF-ADMINISTRATION OF MEDICATION – STUDENT AGREEMENT
 FORMCHECKBOX 
 Inhaler   
 FORMCHECKBOX 
 Over-The-Counter (OTC)   
  FORMCHECKBOX 
 Other:                 

 I agree to:

 FORMCHECKBOX 
  Follow my prescribing health professional’s medication orders.

 FORMCHECKBOX 
  Use correct medication administration technique.

 FORMCHECKBOX 
  Not allow anyone else to use my medication.

 FORMCHECKBOX 
  Keep a supply of my medication with me in school and on field trips.

 FORMCHECKBOX 
  Notify the School Public Health Nurse or health office personnel if the following occurs:

· My symptoms continue or get worse after taking the medication

· My symptoms reoccur within 2-3 hours after taking my medication

· I suspect that I am experiencing side effects from my medication

· If I have any symptoms of an allergic reaction

        
                        Student Signature



       
                        Date
Revised 11/29/06
K:\Hlthy Community\School Based Services\School Health\Medications\Med Admn Authoriz,with instructions.doc
Physician signature required for Prescription Medications or Over-the-Counter Medications that exceed package recommendations:


Physician’s signature _____________________________________ Date ______________________________





Print physician’s name ____________________________________ Phone No. _________________________





Clinic _________________________________________________ Fax No. ___________________________












