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Student	
  Name:	
  _______________________________________________	
  
	
  
Birth	
  date:	
  ______________________	
  	
   Grade:	
  _________________	
  

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

Parent/Guardians of students requesting that any Prescription or Over the Counter item to be administered during 
school hours by school staff are required to provide the school with:  
1. Completed Physician's order      

 

2. Completed Parental release       
3. Medication supplied to office in original container and transported to/from school by adult  

3. Medication  Receipt        To be completed by school personnel         

Student Name:   Birth date:   
  

Medication: 
  MVNA NOTES: 

Date:  ________________ Count:____________________          
Staff accepting medication                Parent Intls.      
Medication: 
  MVNA NOTES: 

Date:  ________________ Count:____________________          
Staff accepting medication                Parent Intls.      

SEE OTHER SIDE OF FORM FOR ADMINISTRATION RECORD 

School	
  staff	
  administering	
  medication	
  will	
  
record	
  time	
  and	
  initial	
  as	
  medication	
  is	
  
give.	
  Authorized	
  Staff:	
  
1.________________________________	
  

2.________________________________	
  

3.________________________________	
  

1.	
  PHYSICIAN	
  ORDER	
  
FOR	
  ADMINISTRATION	
  OF	
  MEDICATION	
  BY	
  SCHOOL	
  
I	
  have	
  prescribed	
  or	
  authorized	
  the	
  following	
  medication	
  for	
  this	
  student	
  
and	
  request	
  that	
  dosages	
  be	
  given	
  during	
  school	
  hours.	
  

	
  
_______________________________	
   _______________	
  
	
   Medication	
  (one	
  for	
  per	
  order)	
   Dose	
  
	
  

_______________________________	
   _______________	
  
	
   Time	
  to	
  be	
  administered	
  &	
  Route	
   PRN	
  Repeat	
  Frequency	
  	
  
	
  
Reason	
  for	
  medication:	
  __________________________________________________	
  
Possible	
  side	
  effects:	
  ___________________________________________	
  
Special	
  Instructions:	
  ___________________________________________	
  
Medication	
  ALLERGIES:	
  _________________________________________	
  
	
  

Print	
  Physician’s	
  Name:	
  _________________________________________________	
  
Physician	
  Signature:	
  ___________________________________________	
  
Phone:	
  (	
  	
  	
  	
  	
  	
  )_____________________	
   Fax:	
  (	
  	
  	
  	
  	
  )	
  ___________________	
  

2.	
  PARENTAL	
  REQUEST	
  FOR	
  ADMINISTRATION	
  OF	
  MEDICATION	
  
(PLEASE	
  INITIAL	
  THAT	
  YOU	
  HAVE	
  READ	
  AND	
  AGREE	
  WITH	
  THE	
  FOLLOWING	
  STATEMENTS)	
  
_____I	
  request	
  this	
  medication	
  be	
  given	
  as	
  prescribed.	
  	
  
_____I	
  release	
  the	
  school	
  personnel	
  from	
  any	
  liability	
  in	
  the	
  administration	
  of	
  this	
  

medication.	
  	
  
_____I	
  understand	
  that	
  I	
  am	
  responsible	
  for	
  communications	
  with	
  health	
  care	
  providers	
  

ordering	
  medications.	
  	
  
_____I	
  understand	
  all	
  medications	
  must	
  be	
  transported	
  to/from	
  school	
  by	
  an	
  adult.	
  	
  
_____I	
  have	
  checked	
  that	
  items	
  will	
  not	
  expire	
  during	
  the	
  school	
  year.	
  	
  
_____I	
  understand	
  that	
  the	
  school	
  does	
  NOT	
  have	
  a	
  NURSE	
  on	
  staff.	
  
_____I	
  understand	
  medications	
  will	
  not	
  be	
  administered	
  by	
  a	
  school	
  nurse.	
  
The	
  physician	
  and	
  I	
  agree	
  that	
  this	
  medication	
  is	
  to	
  go	
  on	
  field	
  trips	
  ()	
  yes	
  ()	
  no	
  
I	
  authorize	
  my	
  student	
  to	
  carry	
  and	
  self-­‐administer	
  his/her	
  inhaler.	
  ()	
  yes	
  ()	
  no	
  
I	
  authorize	
  my	
  student	
  to	
  carry	
  an	
  epi	
  pen	
  ()	
  yes	
  ()	
  no	
  
To	
  promote	
  safety	
  for	
  your	
  child,	
  medication	
  orders	
  may	
  be	
  shared	
  with	
  school	
  personnel	
  
working	
  with	
  your	
  student	
  and	
  with	
  911	
  personnel	
  if	
  needed.	
  
	
  
Parent/Guardian	
  Signature:	
  ___________________________________	
  
	
  

Phone	
  (	
  	
  	
  	
  	
  	
  	
  )	
  _________________	
   Date:	
  _________________	
  



Initial	
  on	
  date	
  when	
  medication	
  is	
  given	
  to	
  student.	
  See	
  instructions	
  for	
  medication	
  administration	
  on	
  other	
  side	
  of	
  form.	
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