Authorization For Administering Medication

This form MUST be filled out either by a Physician, for prescribed medications or by a parent/guardian for over the counter medications. NO EXCEPTIONS will be made for administering medications or lotions such as sun screen, without this form having been filled out.

Medications prescribed by a Physician MUST include dosage, times per day and a Physician's signature MUST be present on the "Authorization For Administering Medication" form. 

ALL medications, prescribed and over the counter, MUST be brought to the school in the ORIGINAL CONTAINER/PACKAGING with the prescription container or packaging instructions CLEARLY VISIBLE  and will ONLY be administered as per written instructions given by a Physician or per the instructions on the original container/packaging. 

Medication that is expired will NEVER be given to a child. NO EXCEPTIONS.

Child's name: ________________________________________________________________

Medication to be administered: _______________________________________________

Dose of medication: __________________________________________________________

Reason for medication: _______________________________________________________

Time(s) to be administered, please write in the time and circle either am or pm.

________am   pm      ________am   pm     ________am   pm   

Prescribing Physician Signature: _______________________________________________

Date Prescribed: _____________________________________________________________

Last date to be taken: ________________________________________________________

Parent/Guardian Signature: ___________________________________________________

Date medication is brought to school: _________________________________________

Last date to be taken: ________________________________________________________

*A medication administering log will be kept for each medication given.

 A copy of the list of times, doses and who administered medications will be  

 provided to the parent/guardian, upon request.

Medication Administering Log

Medication Name: _____________________________________________________

Dose Given: ___________________________________________________________

Time Given: ____________________________________________________________

Given By: ______________________________________________________________

Staff Signature: _________________________________________________________

Medication Name: _____________________________________________________

Dose Given: ___________________________________________________________

Time Given: ____________________________________________________________

Given By: ______________________________________________________________

Staff Signature: _________________________________________________________

Medication Name: _____________________________________________________

Dose Given: ___________________________________________________________

Time Given: ____________________________________________________________

Given By: ______________________________________________________________

Staff Signature: _________________________________________________________

Medication Name: _____________________________________________________

Dose Given: ___________________________________________________________

Time Given: ____________________________________________________________

Given By: ______________________________________________________________

Staff Signature: _________________________________________________________









