SELF-CARRIED MEDICATION CONTRACT

Student:___________________________________   Grade ______  School: _____________________

Parent: ___________________________________   Telephone Number(s): ______________________

Licensed Health Care Provider’s Name: ___________________________________________________
Office Name and Telephone Number: _____________________________________________________
Medication: __________________________________  Dose and Time: __________________________

Medication is permitted in accord with Madison County School Board Policy. Both student’s health care provider and parent/guardian must complete the medication authorization form. The student’s name must appear on the medication container/inhaler. The school nurse is not responsible for the instruction of use for medications, but will be asking your child to show competence in its use.  

Responsibilities:

· I plan to keep my medications, inhaler, equipment, and/or Epi-Pen with me at school rather than a designated place at school.

· I agree to use my medication, inhaler, equipment, and/or Epi-Pen in a responsible manner, in accordance with my licensed health care provider’s orders. 

· I will notify the teacher, school nurse, or other designee if I am having more difficulty than usual with my current health condition.

· I will NOT allow any other person access to or use of my medication, inhaler, equipment, and/or Epi-Pen and if I do so, appropriate disciplinary action will be taken. 
*I understand that school personnel will not be responsible or liable for the administration of the medication(s) listed above. It is further understood that proper instruction in the use of the inhaler has been given to the parent and student by the authorizing physician. Permission is also granted for school personnel to contact the physician if there are any questions or concerns that should arise about said medication(s). We/I are aware that the privilege of self-administration of medication can be withdrawn at any time if the privilege is abused by the student.  

Student Signature: __________________________________________   Date: ____________________
Parent/Guardian Signature:____________________________________  Date: ____________________                                 

--------------------------------------------------------------------------------------------------------------------------------------------

______ Emergency Action Plan complete and on file at school

______ Student demonstrates correct use/administration

______ Recognizes proper and prescribed timing for medication 

______ Agrees to carry medication or keep in established location     Where: ___________________
______ Knows health condition well

______ Keeps a second labeled container in designated location

______ Will not share medication or equipment with others

School Nurse Signature:________________________________________ Date: ___________________
Principal Signature: ___________________________________________ Date: ___________________

Physician Orders for Student Self-Administration of Inhalers/Epi-Pens
To: Physician

The information requested below is needed if a student is to use an inhaler in a Madison County Public School. We appreciate your assistance in this matter. If you would like to discuss this procedure with the school nurse, please call the child’s school and ask to speak with the school nurse. Thank You for your cooperation.  
□ Check box if a Physician’s order is already on file with the school.      Date signed: ________________

Student’s Full Name: ______________________________________  Birthday: ____________________

Physician’s Name: ________________________________________  Phone #: ____________________

Medical diagnosis/Health problem requiring inhaler: __________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________
Name of Medication: ___________________________________________________________________
Amount to be given: ___________________________________________________________________
When and how often: __________________________________________________________________
Possible reactions/side effects to monitor for: _______________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________
What other emergency procedure should be instituted if inhaler proves ineffective: __________________  
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
It is understood that school personnel will not be responsible or liable for the administration of the medication listed above. It is further understood that proper instruction in the use of the inhaler has been given to the parent and student by the authorizing physician or staff. The privilege of self-administration of medication can be withdrawn if abused by the student. 

______________________________________________________         ____________________

Physician’s signature





        

Date

