
+HDOWK�&RQGLWLRQV�¬
0HGLFDWLRQ�DW�6FKRRO¬

¬

¬




,I�\RXU�FKLOG�LV�QHZ�WR�5DQGROSK�DQG�KDV�D�KHDOWK�FRQGLWLRQ��RU�LI�\RXU�FXUUHQW¬
5DQGROSK�VWXGHQW�KDV�GHYHORSHG�D�QHZ�KHDOWK�FRQGLWLRQ�WKDW�ZH�DUH�QRW�DZDUH�RI�\HW�¬
SOHDVH�FRQWDFW�0UV��:LOVRQ�DW��MZLOVRQ�#OLYRQLDSXEOLFVFKRROV�RUJ��RU�0UV��:HKQHU�DW¬
DZHKQHU#OLYRQLDSXEOLFVFKRROV�RUJ��DV�VRRQ�DV�SRVVLEOH� �EHIRUH�WKH�ILUVW�GD\�RI�VFKRRO ��¬ ¬

¬

'HDU�)DPLOLHV�¬

3OHDVH�GRZQORDG�WKH�IRUPV�\RXU�FKLOG�QHHGV�IRU�VFKRRO��EDVHG�RQ�WKHLU�KHDOWK�FRQGLWLRQV�¬
1HZ�IRUPV�PXVW�EH�FRPSOHWHG�E\�\RX�DQG�\RXU�FKLOG·V�SK\VLFLDQ�HDFK�\HDU��GDWHG�DIWHU�WKH¬
ODVW�GD\�RI�VFKRRO�RI�WKH�SUHYLRXV�VFKRRO�\HDU����3OHDVH�HQVXUH�WKDW�WKH�IRUPV�LQFOXGH�ERWK¬
\RXU�VLJQDWXUH�DQG�\RXU�FKLOG·V�GRFWRU·V�VLJQDWXUH���:H�FDQQRW�GLVSHQVH�DQ\�PHGLFDWLRQ¬
ZLWKRXW�WKHVH�FRPSOHWHG�IRUPV�¬ ¬




1RWH���$�´0HGLFDWLRQ�$XWKRUL]DWLRQ�µ�ZKLFK�LV�LQFOXGHG�LQ�WKH�SDFNHWV�IRU�HDFK�KHDOWK¬
FRQGLWLRQ��QHHGV�WR�EH�FRPSOHWHG�IRU��HDFK��PHGLFDWLRQ���+HUH·V�D�TXLFN�OLQN��LI�\RXU�FKLOG�KDV¬
PRUH�WKDQ�RQH�PHGLFDWLRQ�¬

Ɣ 0HGLFDWLRQ�$XWKRUL]DWLRQ¬

¬
/LIH�7KUHDWHQLQJ�)RRG�DQG�RU�,QVHFW�$OOHUJ\¬

Ɣ $OOHUJ\�,+&3¬
Ɣ 0HGLFDWLRQ�$XWKRUL]DWLRQ¬
Ɣ 1XW�	�6HHG�5HVWULFWHG�/XQFK�7DEOH�*XLGHOLQHV¬
Ɣ /XQFK�7DEOH�1HHGV�/XQFKURRP�$GGHQGXP¬
Ɣ 3DUHQW�0HGLFDWLRQ�'URS�2II�&KHFNOLVW¬
Ɣ /HWWHU�IURP�3ULQFLSDO³5DQGROSK�6WXGHQW�0HGLFDWLRQV�DW�6FKRRO¬

¬
$VWKPD¬

Ɣ 0HGLFDWLRQ�$XWKRUL]DWLRQ¬¬
Ɣ 3DUHQW�0HGLFDWLRQ�'URS�2II�&KHFNOLVW¬
Ɣ /HWWHU�IURP�3ULQFLSDO³5DQGROSK�6WXGHQW�0HGLFDWLRQV�DW�6FKRRO¬

'LDEHWHV¬
Ɣ 'LDEHWHV�,+&3¬
Ɣ 0HGLFDWLRQ�$XWKRUL]DWLRQ¬¬
Ɣ 3DUHQW�0HGLFDWLRQ�'URS�2II�&KHFNOLVW¬
Ɣ /HWWHU�IURP�3ULQFLSDO³5DQGROSK�6WXGHQW�0HGLFDWLRQV�DW�6FKRRO¬
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6HL]XUH�'LVRUGHU¬
Ɣ 6HL]XUH�,+&3¬
Ɣ 0HGLFDWLRQ�$XWKRUL]DWLRQ¬¬
Ɣ 3DUHQW�0HGLFDWLRQ�'URS�2II�&KHFNOLVW¬
Ɣ /HWWHU�IURP�3ULQFLSDO³5DQGROSK�6WXGHQW�0HGLFDWLRQV�DW�6FKRRO¬

2WKHU¬
Ɣ 0HGLFDWLRQ�$XWKRUL]DWLRQ¬¬
Ɣ 3DUHQW�0HGLFDWLRQ�'URS�2II�&KHFNOLVW¬
Ɣ /HWWHU�IURP�3ULQFLSDO³5DQGROSK�6WXGHQW�0HGLFDWLRQV�DW�6FKRRO¬
Ɣ &RQWDFW�0UV��:LOVRQ�DW �MZLOVRQ�#OLYRQLDSXEOLFVFKRROV�RUJ��RU¬¬

0UV��:HKQHU�DW��DZHKQHU#OLYRQLDSXEOLFVFKRROV�RUJ¬
¬

3OHDVH�PDNH�VXUH�WKDW�WKH�IRUPV�DUH�YHU\�VSHFLILF���)RU�H[DPSOH��LI�\RXU�GRFWRU�VD\V�WKH¬
PHGLFDWLRQ�FDQ�EH�GLVWULEXWHG�´DV�QHHGHG�µ�DVN�WKHP�WR�GHILQH�D�OLPLW��VXFK�DV�´DV�QHHGHG¬
XS�WR�WKUHH�WLPHV�LQ�D�VFKRRO�GD\�µ¬

,W�LV�RXU�KRSH�WKDW�DOO�RI�WKH�IRUPV�ZLOO�EH�UHWXUQHG�WR�5DQGROSK��RU�-RKQVRQ�IRU�FXUUHQW¬
� �WK��JUDGHUV��RQ�WKH�ILUVW�GD\�RI�VFKRRO���,W�LV�YHU\�LPSRUWDQW�WKDW�ZH�KDYH�DOO�RI�WKLV¬
LQIRUPDWLRQ�RQ�ILOH�LQ�WKH�RIILFH�DQG�GLVWULEXWHG�WR�WKH�VWDII�DQG�WHDFKHUV�WR�NHHS�\RXU¬
FKLOG�VDIH����3OHDVH�GURS�RII�\RXU�FKLOG·V�FRPSOHWHG�+HDOWK�&DUH�3ODQ��0HGLFDWLRQ¬
$XWKRUL]DWLRQ��DQG�PHGLFDWLRQ�RQ�WKH�ILUVW�GD\�RI�VFKRRO�¬ ¬

,I�\RX�KDYH�DQ\�TXHVWLRQV�RU�ZRXOG�OLNH�WR�VHW�XS�D�PHHWLQJ�WR�GLVFXVV�\RXU�FKLOG·V�KHDOWK¬
FDUH�SODQ��SOHDVH�FRQWDFW�0UV��:LOVRQ�DW��MZLOVRQ�#OLYRQLDSXEOLFVFKRROV�RUJ��RU�0UV��:HKQHU¬
DW��DZHKQHU#OLYRQLDSXEOLFVFKRROV�RUJ���HPDLO�LV�WKH�EHVW�ZD\�WR�UHDFK�XV����:KHQ�VFKRRO�LV¬
RSHQ��\RX�PD\�DOVR�FDOO�WKH�5DQGROSK�2IILFH�DW����������������DQG�DVN�IRU�RQH�RI�XV�¬

7KDQN�\RX�VR�PXFK�IRU�\RXU�VXSSRUW�DQG�KDYH�D�ZRQGHUIXO�VXPPHU�¬

6LQFHUHO\�¬

0UV��:LOVRQ�	�0UV��:HKQHU¬
5DQGROSK�(OHPHQWDU\�6XSSRUW�7HDFKHUV��(67V� ¬ ¬ ¬ ¬
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LIVONIA PUBLIC SCHOOLS 
15125 Farmington Road  � Livonia, Michigan  � 48154 

Medication Authorization 

Student’s Name Date 

Date of Birth School 

Teacher / Counselor Grade 

Both prescription and nonprescription medications require a completed Medication Authorization form signed by a physician and 
parent/guardian.  If medication is related to a life-threatening health condition, Livonia Public Schools staff will develop an 
Individualized Health Care Plan in conjunction with the student’s physician. 

TO BE COMPLETED BY THE PHYSICIAN 

Name of Medication Prescription Non-Prescription 

Reason for Medication 

Form of Treatment Tablet / Capsule Inhaler Liquid Injection Nebulizer 

Instructions 

Dosage 

Time of Day Daily As Needed Emergency Only Other -

If dosage is “as needed” or “emergency only” specify symptoms and limits: 

Relevant Side Effects 

Storage Requirements None Refrigerate Other -

Student is capable and responsible for self-possession and self-administering: Inhaler 

Please indicate if you have provided additional information: On the back of this form 

Emergency Meds 

As an attachment 

Physician’s Name 

Address 

Phone 

Fax 

Physician’s Signature Date 

TO BE COMPLETED BY THE PARENT / GUARDIAN 

I request that __________________________________ receive the above medication at school according to district policy. 
Student’s Name 

be allowed to self-administer the above medication (inhaler or 
emergency medication) at school according to district policy. 

I authorize school personnel to contact the above physician with questions or concerns relative to this authorization and 
medication. 

Parent / Guardian’s Signature Date 

NOTES c Medication includes prescription, non-prescription and herbal medications, and includes those taken by mouth, by inhaler, those that are 
injectable, and those applied as drops to eyes, nose, or medications applied to the skin. 

d Medications must be in an appropriately labeled container. 
e This authorization is valid for the current school year only. 
f This authorization must be maintained with the Individual Student Medication Log. 
g It will be the student’s responsibility to make contact with school personnel for the administration of medication, unless other 

arrangements have been made by the administrator. 

Revised 6/07 



 

ChiOd·V NaPe:_____________________________________________________________ 

PaUeQW·V NaPe:____________________________________________________________ 

Parent Medication Drop Off 
Please put a check on each line, once you confirm that the following information is true: 

_____ 1.  I have checked the expiration dates on the medication I am turning in to make sure that they 
will NOT expire during this school year.  If that is not possible, I have marked my calendar to remind 
myself to bring new medication to school before the old one expires. 

_____2.  I have a Medication Authorization completed for EACH medication I am turning in to the 
Randolph office. 

_____3.  I have checked to make sure that the name of the medication I am giving Randolph matches the 
name on the Medication Authorization form (and the Health Care Plan, if the child has one).  (For example, 
we cannot accept an EpiPen if the doctor listed Auvi-Q.) 

_____4.  TheUe iV a SUeVcUiSWiRQ OabeO ZiWh P\ chiOd·V QaPe RQ iW fRU eYeU\ SUeVcUiSWiRQ Pedication I am 
giving Randolph. 

_____5.  If I am giving Randolph prescription pills, I have counted to make sure that the number of pills 
in the bottle matches the number of pills on the prescription label typed in by the pharmacist.   

_____6.  I am giving Randolph every medication that is listed by the doctor on the Health Care Plan (if 
my child has a Health Care Plan). 

_____7.  I have made sure that the doctor signed every form I am giving Randolph. 

_____8.  I have signed and dated every form I am giving Randolph. 

_____9.  If my child has a nut or seed allergy, I have completed the Lunchroom Addendum. 

_____10.  If I have requested my child to sit at the Nut-Restricted & Seed-Restricted Lunch Table, I 
have signed the Nut-Restricted and Seed-Restricted Lunch Table Guidelines Contract. 

_____11.  I have provided my email address and phone number where I can be contacted for questions.   

email address:______________________________  phone number:____________________ 

Please return this form to the Randolph office when you drop off your medications and your forms.  
Thank you! 

Parent Signature__________________________________________________ Date__________ 

2019-2020 



     Randolph Elementary School 
                 Livonia Public Schools  

14470 Norman Street, Livonia, MI  48154 
Phone: 734.774.2770                       Fax: 734.744.2772 

 

Mike Daraskavich, Principal 

 
 

We Are A Leader In Me School!  The 7 Habits of Randolph Leaders: 

Be ProacWiYe (YoX·re in Charge) - - - Begin With The End In Mind (Have a Plan) 

Put First Things First (Work First, Then Play) - - - Think Win-Win (Everyone Can Win) 

Seek First to Understand, Then to Be Understood (Listen Before You Talk) - - - Synergize (Together Is Better) 

Sharpen the Saw (Take Care of Yourself) 

 
 

Dear Parents: 

It is recognized that certain medications may be necessary and must be prescribed at certain times of the day. In 
many instances, the administration of medication can be adjusted to avoid the necessity of administration 
during school hours. However, there may be instances when medication must be administered to your child 
during school hours. 

When medication is necessary during school hours: 

1. It may be necessary and appropriate for a parent or guardian to administer medication to his/her child. Please 
contact the school office to make appropriate arrangements. 

2. If school personnel will be administering medication, the accompanying Medication Authorization form must be 
com�le�ed b� �he ���den�ǯ� �h��ician and �a�en� o� g�a�dian and �e���ned �o �he �chool office befo�e 
administration of medication. This authorization is valid for the current school year only. 

3. I� �ill be �he ���den�ǯ� �e��onsibility to make contact with the designated staff member for the administration 
of medication unless other arrangements have been agreed to by the building principal. 

4. ǲA� neededǳ medica�ion �e��i�e� a �h��icianǯ� ��a�emen� ��ecif�ing do�age limi��Ǥ 
5. All medications to be administered at school must be in an original appropriately labeled container. (Must 

specify student name, medication name, frequency, and dosage to be given.) 
6. Both prescription and nonprescription medications require a completed physician and parental/guardian 

authorization form. 
7. All medications that are to be administered by school personnel must be brought to school and immediately 

turned in the school office. Inhalers or medication for life threatening situations may be maintained by the 
student or in other locations as approved by the building administrator.  

8. All controlled-substance medications (defined as drugs regulated by the Federal Controlled Substances Acts, 
including opiates, depressants, stimulants, and hallucinogens) will be counted and recorded upon receipt with 
the parent/guardian.  

9. Medication left over at the end of the school year, or after the student has left the district, shall be picked up by 
the parent/guardian. If this is not done, the individual who administers the medication will dispose of the 
medication and record this disposal on the medication log.  

10. Individual exceptions to these procedures must be approved by the building principal. 

Thank you for your cooperation. If you have any questions or concerns, please contact your building principal. 

Sincerely, 

Michael Daraskavich 
Principal, Randolph Elementary 
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