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* All m
edications m

ust be in the original pharm
acy dispensed containers. Instructions on container m

ust m
atch docum

entation above. * 
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1. I request that the above m
edication be given to m

y child during school hours as ordered by this student’s physician.  
2. I w

ill im
m

ediately notify the school of any change in the m
edication or physician’s order.  

3. I give perm
ission for the school nurse to com

m
unicate w

ith other school personnel about the action and side effects of the m
edication.  

4. I give perm
ission for the school nurse to consult w

ith this child’s physician concerning any questions that arise w
ith regard to the listed m

edication, m
edical 

condition or side effects of this m
edication.  

5. I release all school personnel and the Sauk C
entre Public Schools from

 all liability in the event of any adverse reaction resulting from
 the use or adm

inistration 
of this m

edication.  
6. T

he inform
ation you provide w

ill be shared only w
ith staff in the school w

hose jobs require access to this inform
ation to ensure your child’s safety &

 success.  
7. I give perm

ission for the m
edication(s)/treatm

ent(s)/procedure(s) to be given by designated personnel as delegated by the school nurse. 
 Parent/G

uardian: _____________________Phone: _________________D
ate: __________ 

 
Field

 trip
s 

1. I give perm
ission for a teacher/responsible adult to adm

inister the m
edication on a field trip, as necessary, follow

ing school procedure.  
2. I release all school personnel, the Sauk C

entre Public Schools, and any responsible adult adm
inistering the m

edication from
 all liability in the event of any 

adverse reaction resulting from
 the use or adm

inistration of this m
edication.  

 Parent/G
uardian: _____________________Phone: _________________D

ate: __________ 
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I verify that this m
edication m

ust be taken by student_________________________________________. 
M
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D
iagnosis for w

hich m
edication is prescribed: ______________________ Possible side effects: _____________________________ 

M
edication allergies: __________________________________________________ 

P
h

ysician
 Sign

atu
re: ___________________________________ D

ate: ________________ 
 Physician Printed N

am
e: ________________________Phone N

um
ber: ________________Fax N

um
ber: _______________ 



Sauk Centre Public Schools ISD#743 
General Medication Administration Instructions for: Prescription & OTC Medications 

ADMINISTERING MEDICATION IN SCHOOL 
It is not the responsibility of the school or its employees to prescribe drugs, medications or home 
remedies. Medications should be administered at home under the supervision of the 
parent/guardian when possible. However, some students require administration of medications to 
be performed during the regular school day. In those situations, the following procedure will be 
followed. 
 
Parent/Guardian Needs to Bring the Medication to School 
 
Physician Order for Medication and Parent/Guardian Authorization 
Before any medication will dispensed by school staff, a Physician Order for Medication and 
Parent/Guardian Authorization form signed by the parent/guardian of the student must be 
on file with the school nurse. The forms are available from the school nurse or secretary.  
 
Prescription Medications 
Prescription medications must be provided in an original pharmacy container with a 
current label. Prescription medications brought to school in any other container will not 
be administered. Questions regarding dosage and administration of the medications will 
be directed to the prescribing physician or the parent/guardian, at the discretion of the 
school staff. Medications will be administered after questions have been resolved.  
 
Over-the-Counter Medications 
Parent/guardians must complete and sign an Authorization of Administration of Medication 
form before school staff will administer over-the-counter preparations. Over-the-counter 
preparations must be provided in the original labeled container. Over-the-counter 
preparations will only be administered to a student according to the label directions, 
unless contrary written directions from a physician are provided. 
 
Physician Authorization for Self-Administration of Medication 
For prescriptions or over-the-counter medications that are carried by the student for self-
administration, a Physician Authorization for Self-Administration of Medication form 
must be completed by the physician and signed by the parent/guardian. These forms are 
available from the school nurse or secretary. 
 
Sharing of Medications Prohibited 
Students may not share prescription or over-the-counter medications with other students. 
Appropriate disciplinary action may be taken if necessary, upon the determination by the 
principal or his/her designee, after investigation that a violation of this policy has taken 
place.  
 
Unused Medications 
When use of a medication has ceased, or is no longer needed by the student, it is the 
parent/guardian’s responsibility to retrieve unused medications from the school. Any 
unused medications will be disposed of by the school upon the written request of the 
parent/guardian or at the end of the school year.  
 


