
Students of any age may carry and self-administer emergency medications [such as epinephrine and albuterol
inhaler] in accordance with state law. Only high school students may carry over-the-counter preparations [such as
ibuprofen]. NO STUDENT MAY CARRY A CONTROLLED SUBSTANCE. 

The undersigned parents/guardians (“Parents”) hereby authorize St. Joseph’s Academy to allow the Parents’ child
named below (“Child”) to self-administer the medication(s) stated below (“Medication”), and represent to the
Academy that the history stated below of the child’s experience with the illness being treated by the Medication is
accurate and complete. The Parents also authorize the Academy to implement the plan of action stated below for
addressing any emergency situation which may arise as a consequence of the Child self-administering the
Medication. 

The signed original of this form must be on file with the school nurse. Medication must be carried in its original
labeled container whether prescription or over-the-counter. The Academy hereby notifies the Parents that neither
the Academy, its employees nor its agents shall incur any liability as a result of any injury arising from the self-
administration of the Medication by the Child, and the Parents hereby acknowledge that no such liability shall
exist, and on behalf of themselves and the Child hereby waive any such liability. Furthermore, the Parents hereby
agree to indemnify and hold the Academy, its employees and its agents harmless against any claims whatsoever
arising out of the self-administration of the Medication by the Child.

AUTHORIZATION FOR SELF-ADMINISTRATION OF
MEDICATION AND WAIVER AND INDEMNIFICATION FROM

LIABILITY



REQUEST FOR PRESCRIPTION MEDICATION TO
BE GIVEN AT SCHOOL

Reason for Medication: 

Name of Medication: 

Dosage to be given: 

Frequency/Time: 

Physician’s Name (print): 

Parent/Guardian Signature: 

Date: 

I request that (child’s name): 

be allowed to take the following medication at

school

Medication must be in its original labeled
container.
 

DOB: 

Number of doses submitted: 

Grade: 

* NOTE: Per state policy, prescription and over the counter medications require
written instructions from an authorized prescriber. In lieu of the physician’s written
request, St. Joseph’s Academy will accept a prescription label properly affixed to the
medication. The request shall state: name of student, name of drug, dosage,
frequency of administration, route of administration, and the name of prescriber.
Your pharmacy can provide an extra-labeled bottle for school. 

School Nurse Signature

Date: 
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