Manville School District
Manville, NJ  08835
[bookmark: _GoBack]Healthcare Provider Authorization for Medication
Prescribing Provider Must Complete All Sections including affixing the Office Stamp

It is necessary for this student to receive the following medication during school hours:
Student: _________________________________   Date of Birth:  ____/____/_____
Diagnosis for Medication: _____________________________________________
Medication: _____________________________    Dose: _______     Route: ______ 

Administration Time: ________________________

Administration Start Date: _____/_____/_____ 		Discontinue Date: _____/_____/_____
Adverse Reactions That May Occur: _____________________________________________
CLASS TRIPS: (when a parent/guardian is unable to attend a class trip- please check one)
The dose can be withheld on the day of the class trip
The time of administration can be adjusted with the parent/guardian

_______________________________________________	_____/_____/_____
    Healthcare Provider Signature					Date
Healthcare Provider Office Stamp

__________________________________________
Healthcare Provider Printed Name
___________________________________________
Office Address and Telephone Number
______________________________________________________________________________
Parent/Guardian: Please complete this section. The form must be completed prior to administration of medication. 
Yes, I want this medication to be given on early dismissal days
No, I do not want this medication to be given on early dismissal days

I give permission to the school nurse or designee to administer medication to my child as prescribed above.  I also give permission for the exchange of information between the school nurse and my child’s healthcare provider concerning my child’s health and treatment.  I understand it is my responsibility to provide the school nurse with written orders from the prescribing healthcare provider for the administration of medication, and to provide the medication and/or replacement as necessary.  I will indemnify and hold harmless the Board, its employees and agents against any claim arising out the administration of the above prescribed medication.

________________________________________                    _____/_____/_____
        Parent/Guardian Signature					    Date
Medication Inventory

	Date Supplied to School Nurse
	Medication
	Dose
	Quantity
	RN/CSN and Parent/Guardian SIgnature

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Medication will be returned to a parent/guardian on the last day of school, or when the parent/guardian requests return.  Medication will not be returned to students.
Date:
Medication Quantity Returned to Parent/Guardian:    _____    _____________________________
                                                                                                                          Parent/Guardian Signature
Medication Quantity destroyed as not picked up by parent/guardian:  _________________

________________________________________                  _____________________________________
Signature of School Nurse				    Signature of Witness if Controlled Medication
Medication Authorization is Valid for the Current School Year
