ST. CHARLES PARISH PUBLIC SCHOOL SYSTEM 
                      PARENT/GUARDIAN'S REQUEST AND AUTHORIZATION FOR MEDICATION
(Please Print)
    Student: ______________________________________	M/F: _______	DOB: ______________________
              
    Grade:	Teacher:  _______________________    School: ______________________________________

    Name of Medication: _________________________________________________________________________
(Name, dosage, and time of administration at school)

    List what your child is allergic to: ____________________________________________________________

    List medications student receives at home: _____________________________________________________

1. Do you give permission for the school nurse or the designated unlicensed trained person to give the named medications?	                                                                             YES  	 NO ______

2. Do you give permission to the school nurse to share information with the physician, pharmacist, and appropriate school personnel relative to the prescribed medication administration?	
                                                                                                YES _______ NO ______

3. Do you understand that you may retrieve the medication from school at any time and that you must pick up remaining medication and the container when notified at the end of the term or it will be destroyed?	
                                                                                            YES ______	NO _____

4. Have you administered the initial dose at home and have you allowed at least 24 hours for observation of adverse reactions before asking school personnel to administer the medication?	
                                                                                                           YES ______ NO ______

Signature of Parent/ Guardian ________________________________________________________________

              Relationship to Student ________________________________Date __________________________________


Use this space only for a student who will administer his/her own medication or self carry emergency 
medication(s). Student is required to notify school nurse or designated trained staff when medication 
has been self administered.  Student should also have a Self Carry contract on file with school nurse.

1. Do you give permission for your son/daughter to self-administer medication if the school nurse determines 
it is SAFE AND APPROPRIATE IN THE SCHOOL SETTING?
                                                                                                           Yes ______    No ________

2. Do you feel that your child is sufficiently responsible and informed to administer his/her own medication?
					                                   Yes _______ No ________

3. Do you understand that regular medication orders must be provided for students who self-administer 
medication at school?                                                         Yes _______ No ________

4. Do you understand you shall indemnify and hold harmless the school and its employees against any claims that may arise
 	relating to the self administration of medication?            Yes _____No _________


 Signature of Parent/ Guardian ________________________________________________________________

               Relationship to Student ________________________________		Date _____________________________	
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