INGALLS U.S.D. #477

Medication/Health Care Services Permission Form

(Must be updated at the beginning of each school year)


Policy:  Guidelines were developed for administration of medication during school time with the health and safety of the student in mind and are in compliance with state law.  

1. Written request from the physician or dentist should accompany all medication to be

administered, including “over the counter” drugs.

2. Written request from the parent/guardian should also accompany all medication.

3. All medication must be brought to school in the original container with proper labeling from the pharmacy

stating the name of the medication, the dosage, and time to be administered.  

4. “Over the counter” medication cannot be maintained on any school premises, unless a prescription is provided along with written permission to administer from the physician and parent.

Student Name:_________________________________
       Date of Birth:________________     Grade_____________

Diagnosis/Condition:_______________________________________________________________________________

Medication and/or treatment ordered:__________________________________________________________________

________________________________________________________________________________________________






(to be completed by Doctor or nurse)

Special orders and/or side effects to monitor:____________________________________________________________

________________________________________________________________________________________________

Printed name of Physician:____________________________________

Phone No:_______________________

Signature of Physician:_______________________________________

Date:___________________________


My child has been instructed on self-administration of the medication and is authorized to do so in school.


 


May student self medicate/keep medication on person?______________

_________________________________________________________

_______________________________

Signature of Parent/Guardian






Date:

_________________________________________________________
______________________________ 


Signature of Health Care Provider





Date:


TO BE COMPLETED BY PARENT/GUARDIAN

I hereby give permission for __________________________ to receive the medication and/or health care service as directed at school.  I also give permission for the school nurse and the student’s health care provider to share information regarding this diagnosis/condition.  I further understand that any school employee who administers any medication to my child in accordance with written instruction from the licensed health care provided shall not be liable for damages as result of an adverse medication reaction suffered by the student because of administering such medication.  I further understand that it is my responsibility to furnish this medication.

__________________________________________________________

​​​​​​​​​​​​​​​​​​​​​_______________

Parent/Guardian Signature







Date

__________________________________________________________

Emergency Numbers

