p\Y BUR Ng School Phone # : (253) - School Fax #: (253) -

SCHOOL DISTRICT

mececvenearovs - Anthorization to Administer Medication at School

Student Information

Full Name: Date of Birth:

School: Grade/School Year:

There exists a valid health reason which makes administration of the following medication(s) advisable during school hours:
Diagnosis: Diagnosis:

Life-Threatening ? O Yes O No Life-Threatening ? OYes O No

Medication: Medication:

Authorized to self-carry/administer ? O Yes O No Authorized to self-carry/administer ? O Yes O No

Dose: Dose:
Route: Route:
Frequency: Frequency:
Provider Notes: Provider Notes:
Full Name: ORDER DURATION
Current school year
Phone #: w/ summer school
Date: Provider Signature Oome' Dates:

Please select ONE of the following options:

O | request that authorized school personnel assist my child in taking the medication described above.

O | request that my child be permitted to self-carry and self-administer the specified medication, excluding controlled meds.
We acknowledge the responsibility of self-management and understand the school will not monitor compliance, dosage, or

expiration. | agree to indemnify and hold harmless the school and District against all claims or liabilities arising from my

student’s self-carry/administration of their medication.

( FOR RN ONLY: O Approved O Not Approved O Review Completed W/student) (Your signature indicates that)
school personnel have

permission to communicate
Full Name: with the licensed prescriber
. regarding use, side effects,
Phone #: response, and
Date: Parent/Guardian Signature contraindications of the

O Student 18+ yrs signing for self \_ medication (s). Y,




l>‘\,\BURN

SCHOOL DISTRICT

ENGAGE + EDUCATE - EMPOWER

Self-Carry/Self Administer Knowledge and Responsibility

The student must demonstrate competence to possess and self-administer prescribed medications during
school and at school sponsored events to the School Nurse.

Student is consistently able to:

|:| Identify the correct medication

|:| Identify the purpose of the medication

|:| Identify specific symptoms and need for medication administration

|:| State the correct dosage

|:| State side effects/adverse reactions to this medication

|:| Describe what will happen if medication is not taken

|:| Demonstrate the correct method of administration

D Identify safety issues (i.e., no sharing of medication, safe storage, consistent placement)

D Demonstrate knowledge of how to access assistance from school staff if needed in an emergency

Full Name:

Date:
Nurse Signature

l understand that there are rules and responsibilities in self-administering my medication.

|:| | will keep my medication with me at all times.

|:| I will notify a responsible adult immediately when | use epinephrine.

|:| I will not share medication with any other student.

|:| I will not leave medication unattended where another person could access it.

|:| I will not use this medication for any other purpose than to treat my medical signs and symptoms.
|:| | understand that this is a privilege that can be changed if | do not follow the rules.

Full Name:

Date:
Student Signature
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