Permission for Schoo! Administration of _ For school use only:

Prescription Medication 3 Routine
Richland County School District One 0 PRN (As nzaded)
School Year: Start Date:

When possible, medications should be administered by the pareni/guzrdian before cr after school hours. The first dose of any medication
that your child has not taken before will not be given duning scheol hours. Prior 1o your ¢iiiid receiving any prescribed medications d uring the
school day, ihis form must be complated with prescribing physician’s signaiure and the signature of the parent/guardian for each medicaiion.
In order for the school nurse to comply with the medication order, the madicafion musi be in its original labeled container by the phamacy.
tyou receive “Szmple” medications from your heatih care provider, the sample medications must be in 3 container that approprizialy
identifies the medicafion and vour child.

By signing this form, the parent/guardian and healif care praciitioner acknowledge that information from this form may be
included in the student’s Individual Healh Care Plan, if applicablz.

Child's Name Daiz of Birth

Name of School Child Afisnds Grade

Is child allergic to any food, medicines, or other items? 3 No [ Yes (Listallergies.)

Medication: Medical Diagnosis: ICD-10 Code:
Dosaga: Routa: Frequency: (e.g., daily) Time medicaiion to be given at
i school:
| |
Anticipaied number of days medication will be given at | Special storage requirements:
schooh d None O Refrigerate O Other (please Specify)

' Q until end of the currant school year
{

H + oy T G Y 3
9_  weeks f Is this medication a controlied substance?
d___ days d No 13 Yes
3 unill end of Summer School for the current schoo year J
Passible Side Effects:

|
|
|

Prascribing Health Care Practitioner’s. Signature Date

Stamp, Print or Type Health Gare PIacilionsrs Name, and Address: | Ufiice Telephone Number

Qftice Fax Number

@e following section is to be completed by child’s parsnt or guardijan.

| give permission for my child to be
given the above medication as prescribed. | give permission for ihe school nurse or school administrator fo coniact ihe healthcare
praciiioner named above or the pharmacist who filled the prescription to discuss this medication and my child's health, | give pemmission for
ihe healthcare practitioner named above, the pharmacist and/cor thair designated empicyees fo provide information about tis medicagon
and my child’s health to the school nurse or school adminisirator. | also give permissien for this form to apply I | transfer my child to znother
schoal in Richland Couniy Schooi District One during the curent school year and Summer School. 1 will not held the scheal, school district
or schoel personnel liable for any adverse drug reacions when the medication is administerad accarding o the prescribed methed. | agrae
to netify the school if my child’s medicafion changes or changss with my contact information.

Signature of Parent/Guardian Dais

Print or Type Name of Paren#/Guardizn Day Telephone Numper



