Amanda-Clesrcreek Local Schools
0 328 E. Main St., Amanda, OH 43102 (3-12 building)
O 414 N. School St., Amanda, OH 43102 (K-2 building)

www.amanda.k12.0h.us

Emily Leist RN: School Nurse 3-12 Clinic: 740-969-7278 Fax: 740-969-4764
Angela Daugherty RN: Health Aide K-2 Clinic: 740-969-7759 Fax: 740-969-3086
Student Information
Student name Date of birth
Student address
School Grade/Class leacher School year
List any known drug allergies/reactions Height Weight

Prescriber Authorization

| Name of medication Circumstance for use

Dosage Route Time/Interval

Date to begin medication Date 1o end medication

Circumnstances for use

Special instructions

Treatment In the eveni of an adverse reaction

Epinephrine Autoinjector - Not applicable
7 Yes, as the prescriber | have determingid that this stu

with training in the proper use of the auteinjector,

dent is capable of possessing and using this aulcinjector appropriately and have provided the student

Asthmalnhaler L Notapplicable
1) Yes, if condiriors are satisfied per ORC 3317716, the skuden

studenr's school is a participant.
Procedures for schaol employees if the student is unable to administer the medication or if it does ot produce the expected relief

t rnyy possess and use the ifihaler au school or at any activity event or progfam sponsored by o in which the

Possible Severe Adverse Reaction(s) per ORC 3317.716 and 3313718
a) To the student for whom IUis peescribed (that should be reported o the pre%criber)

) To a student for whom it is not prescribed who receives a dose

Orther medicalion instructlons <
Does medication tequire refrigeration? U Yes U No Is the medication a controlled substanca? 1d Yes -1 No .

Date Phong Fax

Prescriber signature

Prescriber name (print)

Reminder note lor prescriber; ORC 3313.718 requires backup epinephrine ﬂultﬂ_l:ljectnr and best practice recommends backup asthima inhaler.

Parent/Guardian Authorization

@  lauthorize an employee of the school board Lo administer the above medication. B understand that additional parent/prescriber signed statements will be necessary if the
dosage of medication is changed, 1 ) also authorize the licensed healthcare professional o talk with the prescriber or pharmacist ta clarify medication order.

the schoul nurse, & 1 undergand that the medication must be in the original container and be properly

B Medication form must be recelved by the principal, his/her designge, antdéor
sirength, time interval, route of administration and the date of drug expiration

Jabeled wilh the student’s name, preseriber’s name, date of prescription, Aame of medication, dosage,
when zppropriaie.

Parent/Guardian signature Date #1 contact phone 2 contact phone

Parent/Guardian Self-Carry Authorization

O For Epinuphitine Auloinfecior:As the poreat/guordion of this student, Fauthorize iy child to posess ond wie on epinephiing sutoinfeciar, us peéscubed, of the schacl and ony eellvily, event, of
program sponsored by or i vehich the siudent’s school is a participant. (underseand that 1 schaal emplayes will immediotuly tequest pssisience fomy y modical service provide if this

medication is administeced, | will provide a backug dose of the medication to the school princivel ur nutse as equired by law.

O ForAsthmo Inhaler: As the porent/guardian of this student, | authorize my child to possess dnd use an asihma Inholer as presciibed, at the school and any activity, eveni, or progror sponsored by
orin which the students school is a participant,

Parent/Guardian signature Pate: A 1 contact phorie #2 conlact phone

HEA 7758 5/11 2 Fllz per discricy policy



