PARENT AUTHORIZATION TO DISPENSE MEDICATION

POLICY FOR DISPENSING MEDICATION AT SCHOOL

If a student needs to take any medication at school, the following policy must be followed.

1) Requirement for prescription medication: Medication must be brought to school in a container appropriately and currently labeled by the pharmacy or physician.  The label must include student’s name, appropriate dosage, and time medication is to be given.  Ask your pharmacist for a separate container with a prescription label which can be left at school.  No student is allowed to carry any medication with the exception of an inhaler and the inhaler may only be carried if a prescription from the doctor and parents authorization is on file in the Nurse’s office.

2) Any over the counter medication such as Tylenol, cough syrup, cold tablets, etc. will be administered at school only if accompanied by a physician’s order.  Please contact your physician and they may fax the information to our office.  (FAX #: 636-923-3656.)  The note (RX) must include disbursement instructions verifying that this is to be given at school.  No student is permitted to carry any over the counter medication.  All medications must be stored in the Nurse’s office.  All medications must be brought to school in their original and properly labeled container.

3) The form below is to be completed, detached and must accompany the medication.

If you have any questions, please contact the Nurse’s office at 636-923-3634.

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

I give my permission to authorized personnel to administer the following medication to my child:

Date:  ___________________

Name:  ______________________________ Grade______ Teacher:  _______________

Physician who ordered medication:  __________________________________________

Physicians phone number:  ____________________

Name of medication:  __________________________

Purpose of giving medication:  ______________________________________________

Amount to be given at school:  ______________________________________________

Time of day to be administered at school:  _____________________________________

Number of days to be administered:  ___________ starting date: ___________________

Any possible side affects of medication:  ______________________________________

Parent/Guardian’s Signature:  _____________________________________________________

            (I have read the dispensing policy written above)
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