This information expires June 30, 20__

Medication Prescriber/Parent Authorization Form for Self-Administration/Self-Possession

Self-administratien means that the student can administer the medication in a manner directed by the physician without additional direction or
suparvigion by school staff. Self-possession means thet under the direction of the physiclan, the student may carry medization on his/her persen
to allow for immediate and self-deiermined administration, For medi¢ation other than inhalers, only that day's supply of medicationis to be
carried. The scheol district recamimends that spare medication, properly labeled in its original conteiner, be kept in the clinic/office in case the
student runs out or forgets the medication, The building administrator may discentinue the student's self-administration privilege upen advanced
hatice to the parent/guardian. The student must carry a copy of this form ot school.

Student Name: ' Birth Date: Schoo! Year:
To be completed by physician/licensgd prescriber:  Start Date: Step Date:
Medication Name Dose | Time fo be | Form/Route™ Side Effects Adverse Rzactions
givan

***Dep disirict policy, only EPI-PENS and RESCUE INHALERS can be carried by student™*

List minimal frequency between doses {especially if PRN.Y:

If FRN, list symproms/conditions under which medication is fo be given:

The student is capable of { } self-administering { } self-possessing the above medication(s)

Physician's signature Date Physician's Printed Name

Address:

Physician's Phone #: Fax #:
/
To be completed by parent/guardian:

I request and give permission for my child {named above) to: { } self-administer { } self-possess the above medication
according to scheol distriet policy and for the physician staff and school staff 1o share infarmation regarding my child's health
and medication needs,

Parent/guordian signature Date

To be completed by student:
I agree to!

Never share my mediearion with another person.

Carry the medication in its original, properly labeled pr'escr-lphve/over the counter container.
Take medication only at the prescribed fime/frequency and dose,

Keep « copy of this form and back up medication in the school office/clinic.

Rl e

T am knowledgeable regarding the dese, desired effects, side effects, administration, ete. of the medication(s). T understand
if T do not comply with this agreement that the medication will be confiscated and returned to my parents/guardians, and the
privilege{s) of self-adminigiration/self-pessession denied.

Student Signature Date
RETURN COMPLETED FORM TO SCHOOL QFFICE



