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MEDICAL REQUEST AUTHORIZATION

Student’s Name ________________________    Date of Birth:__________Grade ___________

Campus Name _______________________________

Medication _____________________________ Dose _____________ Time _________

Condition for which medication is to be given and instructions:

_______________________________________________________________________

_______________________________________________________________________

Physician Signature:  __________________________________  Date ______________

Office Number ___________________________ Fax Number  ____________________

Valid for one school year.  Physician must be licensed to practice in the state of Texas.  All prescription medications to be given for more than 10 days require a physician’s signature. The label and dose on the container must exactly match the prescription signed by the prescribing physician. A separate authorization is required for each medication.

I request and authorize Little Elm ISD to administer the above medication as prescribed.  I understand that the school administrator may designate any qualified person to give the medication, in most cases it will be given by the school nurse or the nurse’s aide.  I also understand that although a reasonable attempt will be made to remind the student, it is expected that the student will assume the responsibility for getting his medication.  Medication doses that could be taken at home will not be given at school.  If it must be given at school, please request a container from your pharmacist with appropriate labeling. All non-prescribed, over the counter medications, including cough drops must be dispensed in the clinic.  

I understand a recent photograph of the student prescribed to take this medication will be attached to this order by a LEISD staff member upon receipt. The photograph will be used for identification purposes only.

[bookmark: _GoBack]I also authorize the school district’s nurse to consult with the prescribing physician to clarify the medication order in the interest of the student’s health as required by the Texas’s Nurse Practice Act.  It is expected that the nurse will first attempt to notify a parent should such a contact become necessary.  The privacy of information received will be respected by District professionals.  

Parent/ Guardian Signature ____________________________________
Day Telephone  ________________________________	Date ____________________
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