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LOWER DAUPHIN SCHOOL DISTRICT
AUTHORIZATION FOR MEDICATION DURING SCHOOL HOURS

This form should be completed when any medication is to be given to a student during school hours.  Medication must be packaged in the properly labeled pharmacy container. 

To the Physician: Please complete, sign and date. 

______________________________________________       ______________                      _______________ 
Student Last Name, First Name. 			             Grade/Homeroom                    Date of Birth 

Medication and Dosage: ________________________________________________________________________

Time Schedule: ______________________________________________________________________________

Duration (days, weeks) __________________________________________________________________________

Diagnosis (or reason for medication) _______________________________________________________________

Special Instructions for handling Medication________________________________________________________

Possible Side Effects: __________________________________________________________________________ 

Recommended emergency action if adverse reaction occurs. (Please use attachment if needed). 

_____________________________________________________________________________________________
 
Administration Procedure (check one): 

___ Nurse Administration 

___ Independent Self-Administration of Epi-pen or asthma rescue inhaler (Nurse will document competence) 




Date: ________________________ Physician Printed Name: ___________________________________________
				 Physician signature: _______________________________________________
				 Physician phone number: ___________________________________________
Parent – READ and SIGN below: 
I request and authorize the Lower Dauphin School District to administer the above medication as prescribed. I do hereby release, discharge and hold harmless the Lower Dauphin School District, its agents and employees from any and all liability and claim whatsoever for the administration of the above medication to my child. 

Date: _______________________	Parent/guardian Signature: __________________________________________
Parent/guardian phone number: ___________________________________
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