
     AUSTIN PUBLIC SCHOOLS – ISD 492       
   KIDS KORNER MEDICATION FORM:   PHYSICIAN ORDER AND PARENT AUTHORIZATION 

 
 

Name________________________________________________________________   Birthdate_________________________ 
                          Last                                               First                                                    Middle              

 

Kids Korner Site _______________________________________________________ Grade ___________________________ 

 

 

School_______________________________________________________________   Grade____________________________ 

 

 

 

                                                        PARENT/GUARDIAN AUTHORIZATION: 

 

1. I request that the above medication be given during daycare hours as ordered by this student’s physician. 

2. I release Kids Korner personnel from any liability in relation to this request when the medication is given as 

ordered. 

3. We will notify the daycare program of any change in the medication (dosage change, medication is 

discontinued before the time stated in the physician’s order). 

4. I give permission for Kids Korner staff to consult with the above named physician regarding any questions that 

arise with regard to the listed medication or medical condition being treated by this medication. 

5. I give permission for the site supervisor to communicate with teachers about the action and side effects of this 

medication. 

6. Field trips – I give permission for the assigned teacher/responsible adult to dispense the medication on the field 

trip, as necessary, following procedure. 

7. I understand that if I do not pick up the remaining balance of medication at the end of the school year, it will be 

destroyed. 

8. Over the counter medications are NOT allowed to be administered at Kids Korner. 

 

Signature of Parent/Guardian: ______________________________________Date _________________________ 

Relationship to the student: ____ ______________________________Daytime Phone: 

 

                                                                         PHYSICIANS ORDER: 
I hereby request and authorize you to give: 

                      Medication                                     Dosage                               Time                     Duration 

 
1. __________________________________________________________________________________________  

 

2. __________________________________________________________________________________________ 
 

3. __________________________________________________________________________________________ 
 

Diagnosis/medical reason for medication:  ________________________________________________________________ 

 

Other medications this student is taking:  _________________________________________________________________ 

 

Other recommendations/ UNUSUAL side effects:  _________________________________________________________ 

 

**If applicable: May student carry and self-administer his/her own inhaler/epi-pen?  YES_________ NO ___________ 

 

Physician’s Signature_____________________________________________ Today’s Date_________________________ 

 

Print Physician’s Name_____________________________________________ Phone No. __________________________ 

 

Clinic Name and Address ___________________________________________ Fax No. _____________________________ 

Medical orders should be written according to Kids Korner hours of operation which are:   Regular school days at the 4 

elementary sites are 6:15 -8:00 am and 2:40-5:15pm.  The Woodson Kindergarten site is open 6:15-8:15 am and 1:50-5:15 

pm.  The CLC site is open 6:15 am-5:15 pm.  Hours of operation on specified non-school days and summer are 6:15 am -

5:15 pm.    Fax Authorization Form to Community Learning Center 507-355-1215 

 


