Scranton School District
School Medication Order Sheet

Student Name:________________________________________Date of Birth_________________
School:_____________________________________________Teacher/Grade:________________
In accordance with school policy, medication(s) should be given at home before and/or after school. However, when this is not possible, prior to receiving the medication at school, each student must provide the school nurse with a Parent/Guardian consent and a Medication Order from a licensed prescriber.  All medication must be in an original prescription bottle/container and labeled from a pharmacy. This includes over the counter medications as well as prescription medications.
Parent/Guardian Consent:
I give my permission for my child to receive the following medication ordered by a licensed prescriber during the school day.  I understand that the medications will be given by school health personnel according to my child’s licensed prescriber’s directions.  Any change in prescription must be provided to the school nurse immediately.

Parent/Guardian Signature:__________________________________Date:____________________

Licensed Prescriber Medication Order: 
Due to extended school year programs this order ends on August 1st following the current school year.

Student’s Name__________________________________Diagnosis______________________________
Name of Medication:___________________________________________________________________
Route and Dosage:________________________________________________Time:_________________
Medication during field trips:_____Ok to omit medication on day of field trip
                                                     _____Must be administered by parent/nurse/student (if applicable)
                                                    _____Can be administered prior to leaving school or upon return to school
Side Effects:___________________________________________________________________________
Curtailment of Specific School Activities____________________________________________________
(Sports, Shop, Lab, Drivers’ Training, etc.)

Other Medications Student is Taking Outside of School Hours__________________________________

Is student capable of self administration:___________________________________________________

Licensed Prescriber Signature______________________________Date_________License#___________

Licensed Prescriber Name-Printed___________________________ Phone #_______________________
