Anchorage School District

Long Term Prescription

Student: DOB: Grade: Student ID:

Information

This form authorizes Anchorage School District nurses, or other trained staff in the absence of a nurse, to
administer prescription medications that will be given in school for 16 days or longer.

Long Term Prescription Order
To be completed by the prescriber

Route: Frequency:

Give PRN if morning dose missed at home [1YES 1 NO

End Date:

Prescriber: NPI: Phone:

Signature: Date:

Parent/Guardian Authorization

| request that the prescription listed above be given to my child. In the absence of the nurse, | expressly
authorize other trained Anchorage School District (‘“ASD”) personnel to administer this medication.
Employees and agents of ASD strive to provide treatment consistent with the appropriate standard of
care but are not infallible. | agree to release, defend, indemnify, and hold harmless ASD from any liability
for the risks or results of the care, which may include INJURY, ILLNESS, or DEATH, or the way it is
administered, including NEGLIGENCE. | will notify the school immediately if the medication is changed. |
give permission for the exchange or release of health information between the medical provider listed
above and ASD as part of the provision of my child’s care. | agree for the nurse to share health
information with ASD employees and agents on a need-to-know basis for my child’s safety and to foster
academic success. | understand that ANY remaining medication(s) will be disposed of at the end of the
school year, unless | pick up the remaining medication(s) by the last school day, as indicated on the ASD
school year calendar.

Prescription medication must be delivered by the parent/guardian in the original pharmacy labeled
packaging with the student’s name, medication name, dosage, route, administration time,
ordering healthcare provider, pharmacy, date issued, and prescription number.

Parent/Guardian: Phone: Date:

Signature:

This authorization expires at the end of the current school year.
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Medication: Student: Student ID:

FOR OFFICE USE ONLY
Inventory Control

Use this form to help manage medication inventory when receiving, returning, or otherwise adjusting
medication.

Medication must be delivered by or returned to a parent/guardian.

Healthcare Services recommends accepting no more than a month’s supply at a time.

The Witness Signature can be the Parent/Guardian dropping the medication off or another ASD
staff member.

Date

Qty
Qty Returned/ Total On
Time Received Wasted Hand Nurse Signature Witness Signature
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