Madison County Schools
Medication Authorization Form 

Student Name: _________________________________________DOB: ________________________________School Year________________
Prescription medicines must be brought in a container properly labeled by a pharmacist. Ask your pharmacist for a duplicate labeled medicine bottle. OTC medicines must be brought in an unopened, original container with original labeling. Please do not send in large quantities of any medication. 
I hereby give permission for my child, _____________________________________ to receive medication during school hours.  As the parent/guardian, I assume the responsibility of any adverse reactions this medicine may cause for my child.  I release the Madison County School Board, their agents and employees from all liability that may result from my child taking the medication. 
I give permission for the school to fax this Medication Record to my child’s health care provider (if needed).  I give permission for my child’s health care provider to fax this form back to the school.  I understand the school cannot guarantee the confidentiality of the fax machine.
 X______________________________________    X_______________ Phone 1:_________________Phone 2:_______________

Signature of Parent or Guardian


Date 

 Prescription
  Non-Prescription (OTC or “Over-the-counter”)
Name of Medication: ____________________________________________ Strength: ______________ Dose to be taken:_______________

Route: _____________________Time to be taken: _________________________ or every ________ hours as needed.

Reason medication is to be taken: _______________________________________________________________________

Start: Beginning of school year or date: __________________________
Stop: End of school year or date: _______________________________
 Expiration Date: 




Significant information or instructions: 










PHYSICIAN AUTHORIZATION: (To be completed by the Physician unless separate MD order obtained)
MD order on file  Dated:


 MD:




 OTC 
I verify that this student is approved to take the medication listed above.
Additional instructions: 










_____________
Licensed Health Care Provider Signature: X







_____________
Date: ________________ Phone: ______________________ Fax #: _______________________

Medication Check-In/Check-Out Log (one medication per form)
	Date
	Medication/Dose
	Amount R’cd
	Received by (Signature)
	Signature of Witness

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Medication Disposal/Destroyed Log   
Letter sent date___________________

	Date
	Medication
	Amount
	Signature of RN
	Signature of Witness

	
	
	
	
	


Picked up___

Disposed___
2012 Med Auth Form

