
 

Medication Administration Consent and  
Licensed Prescriber Order 

Karns City Area School District 
 

Chicora Elementary   Sugarcreek Elementary   Karns City Jr/Sr High 
205 Kittanning Street   1290 State Route 268   1446 Kittanning Pike 
Chicora, PA  16025    Cowansville, PA  16218   Karns City PA  16041 
Phone:  724-445-3680    Phone:  724-545-2407     Phone:  724-756-2030  
Fax:  724-445-2776    Fax:  724-543-5853    Fax:  724-756-1060 

  
Student Name: ________________________________________Date/Time: ______________________ 
 
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 
completed Medication Administration Consent and Licensed Prescriber Order Form signed by the student’s 
parent/guardian and completed by the licensed prescriber.    All medications must be in an original prescription 
bottle/container from a pharmacy, and must be delivered to the nurse’s office by the parent/guardian.   Students are 
not permitted to carry medications on their person at any time, including the bus to/from school, unless an order has 
been completed by a physician for emergency medications.  Examples of emergency medications would be an inhaler or 
epi-pen (see attachment). 
 

Parent/Guardian Consent: 
 
I give permission for my child, ______________________________________, to receive the following medication 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. 
 
Parent/Guardian signature: _____________________________________________________ Date: ___________________________ 
 
Parent/Guardian name printed: _________________________________________________ Phone:  __________________________ 
 

                        

Licensed Prescriber Medication Order: 
 
Patient’s name: ________________________________________________________Date:  ________________________ 

Name of medication:  ________________________________________________________________________________ 

Route and dosage:  __________________________________________________________________________________ 

Time of administration: _______________________________ Discontinuation date: _____________________________ 

Special directions: ___________________________________________________________________________________ 

Allergies: __________________________________________________________________________________________ 

 
Prescriber signature:  _______________________________________________________ Date: ____________________ 
 
Prescriber name printed: _____________________________________________________________________________ 
 
Address: ___________________________________________________________________________________________ 
 
Phone:  ____________________________________________Fax: ____________________________________________ 

 



 

 

 

Medication Drop-Off/Waste/Return Log 
**No more than a 30-day supply can be given at one time. 
 

Medication/Dose # of Pills Given Parent signature Nurse Signature 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

 

Medication Wasted: 
 
Date: ___________ # of pills: _______ Signature: ______________________ Witness: ____________________ 
 
Date: ___________ # of pills: _______ Signature: ______________________ Witness: ____________________ 
 
 
Medication Returned to Parent/Guardian: 
 
Date: ___________ # of pills: ________ Signature: _____________________ Parent: _____________________ 
 
Date: ___________ # of pills: ________ Signature: _____________________ Parent: _____________________ 
  
 
 
 



 

 

ASTHMA INHALERS/EPINEPHRINE – SELF-ADMINISTRATION BY STUDENTS 

 

________________________       ________________________       _______________________ 

          Student’s Name                           Grade                       Date 

 

To self-medicate, the student must be able to: (check all that apply) 

 

_______ 1.  Respond to and visually recognize his/her name. 

 

_______ 2.  Identify his/her medication. 

 

_______ 3.  Demonstrate the proper technique for self-administering his/her medication. 

 

_______ 4.  Will notify the school nurse each time medication is administered during the school day 

 

_______ 5.  Sign his/her medication sheet to acknowledge having taken the medication. 

 

_______ 6.  Demonstrate a cooperative attitude in all aspects of self-administration of medication. 

 

 

____________________________       _________________________       _______________________ 

       Name of Medication    Dosage          Frequency 

 

 

The above named student has demonstrated the ability to self-administer the physician-prescribed asthma medication, as 

indicated by the criteria listed above.   

 

_______________________    _____________________________________ 

                  Date            Signature (Certified School Nurse) 

 

 

As the parent/guardian of above named student, I relieve the school district and its employees of any responsibility for the 

benefits or consequences of the above listed medication when it is physician-prescribed and parent/guardian authorized. I 

further acknowledge that the school bears no responsibility for ensuring that the medication is taken. I am aware that any 

improper use/sharing of the above named medication will result in the immediate confiscation of the medication and loss 

of privilege to self-administer if the medication policy is violated.  I will also provide a back medication to be kept in 

health office. 

 

_______________________    _____________________________________ 

                  Date                    Parent/Guardian Signature 

 

As the licensed physician (or certified registered nurse practitioner, or physician assistant) I hereby give consent for 

student to carry/possess emergency medication and acknowledge that the student is qualified and able to self-administer 

the medication. 

 

_______________________    _____________________________________ 

                  Date    Signature of Physician; Nurse Practitioner or PA 

 

I agree to be solely responsible for my asthma inhaler/epinephrine and to follow the directions for its use as ordered by my 

physician, as well as the district’s medication policy. I am aware that any abuse of this privilege will result in the 

confiscation of my inhaler/epinephrine. 

 

_______________________    _____________________________________ 

                  Date               Student’s Signature 


