Self Carried / Self Administered Medication Agreement
Sauk Centre Public Schools ISD #743 
903 State Road, Sauk Centre, MN 56378-1698 (320) 352-2258

Student: _________________________________ Grade: _________ 
Physician:  ____________________________Clinic: ____________________
Telephone: ___________________________

	Medication
	

	Dose
	

	Time
	

	Duration
	


Medication is permitted in accordance with district policy and procedure(s). In addition to the parent/legal guardian, the student’s physician must authorize self-carried/administered medication. This can be provided by a written consent from the physician, or by validation on the medication container, inhaler or injector. 

Responsibilities for carrying & administering the medication
The student’s self-carry/administer plan is in place and complete. 
The student can demonstrate correct use/administration.
The student recognizes proper and prescribed timing for medication.
[bookmark: _GoBack]The student agrees to not share medication with others.
	The student will keeps the medication in an agreed location(s) listed below:


The student agrees to come directly to the health office if having the following symptoms after using medication: ________________________________________________________________________ 

	Comments:






	Parent Consent
I request that my child be allowed to carry his/her medication and be responsible for its proper storage and use. I will support my child to follow the above agreement and if he/she does not, I will be contacted and a new plan will be developed. 

Physician:________________________________________  Date:______________

Parent/guardian: ___________________________________Date: _______________

School Nurse: _____________________________________Date: ________________




Sl Caried / Sef Adinitered Mdliction Areement

e e ey

T o T
o
Tarea o

i e o s e e g,




