South Lane School District 455 A 218

Cottage Grove, ORQ?q.;i
PHgANSE:((Ss 441) 9423381
1)34
FAx (541))942:2335
Authorization for Medication Administration by School Personne]
Student Name: : _ of .
_ (SchoolName)

DOB: : L Grade: Teacher:

T ———
I am giving school Ppersonnel penmission to administer medications to my child per the Tollowing:
Parent please complete:

Medication;

0 Non Prescription (non-alcoho] content)

Dose: (how much) O Préscription RX Number

Frequency (how often). O Please allow my child to self-administer thig

~ ‘medication. (refer to district policy on self
Route: (circle one)

: : * medication)

By: Mouth Ear Eye Nose Skin

Time: . Duration: Start date: end date

Reason for Medication: Note: to self administer non-prescription
medication, the non Prescription medicineg st be
essential so that the student may vemain in school.

Special Instructions:

== PARENT/GUARDIAN SIGNATURE:

-----------------------------------------------------------------------------------

Physician Direction
(required in writing on pharmacy label for all prescription medications)

I have prescribed the above medication for the student whose name appears at the top

--------------------------------

of this form. Fnstructions inthe box are

Effective date

accurate. Speécial instructions including adverse reactions and action required — see attached,
Physician's Name (please print/stamp) " Address Zip cods
Physician’s Sighature ' Phone#



Se]f-Medibatioﬁ Agreemem

Students who are dcvelopmentally and/or behaviorally able, will be allowed to self.
administer prescription and non-prescription medication, subject to the following:

1. A permission form must be submitted for a] self-medication of all prescri ption
and non-prescription medication,
a. Self administration of Prescfiption medication requires permissior from

2. Allprescription and non-prescription medication must be kept in jts appropriately
labeled, original container, as follows:
° Prescription labels must specify the name of the Student, name of the

© Non-prescription medication must have the student’s name affixed to the
original container.
3. The student may have in his/her Possession only the amount of medication needed
for that schoo] day.
4. Sharing and/or borrowing of medication with another student is strictly
prohibited.

Name of Preseription Date

Parent Signature Date T
Student Signanre Date

This student may carry and self administer thig medication as prescribed,

School Adnn’nisrrarar;’Duignee Date




