
                  

             

      

    

     
     

   

  

         

           

      
  

    
 

  

       

    

   

     

  

    

 

  
       

    

   

     
                                                     

        

         
                          

      

                           

    
                  

                            

 
               

       

                      
   

                        
                        

                     

       

Lakewood School District ǀ 17110 16th Drive NE ǀ Marysville, WA 98271 ǀ 360-652-4500 (office) ǀ 360-652-4502 (fax) 

Autorización para la administración de medicamentos
Nombre del estudiante: Fecha de nacimie:   

Escuela: Grado: Maestro: 

Nombre del padre/tutor:
Teléfono principal: Teléfono secundario:

To Be Completed by the LICENSED HEALTH CARE PROVIDER (please print): 

MEDICATION DOSE / ROUTE AUTH. TO SELF TIME/ FREQUENCY OR PRN 
CARRY/ ADMIN INDICATION 

❑

❑ Entire School Year 

❑ Start Date: _____/____/______ End Date: ____/____/_____

Diagnosis/ reason for medication: ____________________________________________________ 

Side effects: ______________________________________________________________________ 

MEDICATION DOSE / ROUTE AUTH. TO SELF TIME/ FREQUENCY OR PRN 

CARRY/ ADMIN INDICATION 

❑

❑ Entire School Year 
❑ Start Date: _______________ End Date: _____________

Diagnosis/ reason for medication: _______________________________________________________ 

Side effects: _________________________________________________________________________ 

Licensed HCP: _______________________________/_______________________________ Date: ____/____/____ 
Print Name Signature 

Phone: __________________________ Fax: _____________________________ Email: ______________________ 

La siguiente sección deberá ser completada por el padre/madre o tutor legal:
• Solicito que mi hijo sea asistido por personal autorizado para tomar el medicamento recetado anteriormente en la escuela o que se le permita automedicarse de acuerdo con las órdenes de 

LHP y la política 3416 y el procedimiento 3416P del Distrito Escolar de Lakewood (LWSD).
• Entiendo que mi firma en este formulario constituye una renuncia por mi parte ante el distrito escolar y el personal supervisor autorizado a cualquier responsabilidad por reacciones adversas 

cuando se administra el medicamento de manera adecuada.
• Los cambios en la hora o la dosis del medicamento requieren una nueva autorización por escrito del profesional de la salud local y del padre/
• tutor. El medicamento debe entregarse en la escuela en un frasco de prescripción debidamente etiquetado o en el envase original de venta libre. Solicite al farmacéutico que le proporcione 

un segundo frasco de prescripción para la escuela, usar.
• Doy mi autorización para el intercambio de información entre la escuela y el profesional sanitario mencionado anteriormente. 

Firma del padre/madre o tutor legal: __________________________________________ Date: ________/________/_________ 

❑ Solicito permiso para que mi hijo lleve consigo medicamentos para el asma, la anafilaxia y la diabetes durante cualquier actividad patrocinada por la 
escuela que ocurra antes o después de viajes escolares o de varios días

❑ Solicito que mi hijo/a se autoadministre medicamentos para el asma, la anafilaxia y la diabetes. Por ley, mi firma indica que entiendo que el distrito no será 
responsable de ninguna lesión derivada de la autoadministración de medicamentos por parte del estudiante, y que el padre, madre o tutor legal exime de 
toda responsabilidad al LWSD y a sus empleados o agentes ante cualquier reclamación derivada de la autoadministración de medicamentos por parte del 
estudiante (Política 3416 del LWSD).

Firma del padre/madre o tutor legal: __________________________________________ Fecha: ________/________/________ 

Reviewed by District Nurse: _______________ Date: _________ Reviewed by Building Nurse: ____________ Date:_________ 

Visit our web site at http://www.lwsd.wednet.edu 

http:http://www.lwsd.wednet.edu


 
                               
 

 

                  
      

                             

     

               

 

                 

                   

                    

 

 

                

          

 

         

               

             

                    

           

                

           

                  

 

 

                     

 

        

                

                   

                  

              

             

             

        

              

             

               

                   

             

    

                  

                    

                      

                  

                

Lakewood School District ǀ 17110 16th Drive NE ǀ Marysville, WA 98271 ǀ 360-652-4500 (office) ǀ 360-652-4502 (fax) 

Lakewood School District: Medication Guidelines 

If your student will be taking ANY medication at school, you must discuss it with the school nurse. 

The Lakewood School District recommends that medication be taken at home whenever possible. We recognize, however, that in 

some cases, it is essential that the medication be administered during the school day. For the protection of all the students and to 

comply with Washington State law, the district has a policy and procedures in place for the handling of ALL medications in th e 

schools. 

Please do not put any kind of medicine, including aspirin, vitamins, and cough drops in your child’s lunch box or backpack or 
pockets. Unidentified medicine can never be given at school. 

School Staff Administered – The following conditions must be met: 

• All medications, whether over the counter (OTC) or prescription, need a current Lakewood school District Medication

Authorization form signed by the student’s health care provider (HCP)/ Dentist (DDS) and parent/ guardian.

• Medication must be delivered to school in a properly labeled prescription or OTC container. The student's name must be on

the label with proper identification of the drug, dosage, and directions for administration.

• A limit of a twenty (20) day supply can be checked in to school at one time.

• The medication order is effective for the current school year only.

• If changes in the medication occur, the parent is responsible for notifying the school and providing verification from the

HCP/DDS.

Field Trips: For students on daily medication, request an extra labeled bottle from the pharmacy that can be used for field trips . 

Student Self-administered Medication – The following conditions must be met: 

In appropriate cases and with the knowledge of the school nurse, the parent/ guardian can delegate the responsibility for sel f-

administration of medication to the student. In doing so, the parent releases the school district from any obligation to moni tor the 

student and assumes full responsibility for the students use of the medication. The student must also demonstrate their abili ty to 

the school nurse to correctly evaluate their symptoms and use the medication appropriately. 

• Self-administration does not apply to controlled substances, i.e., ADHD medications, Vicodin, codeine etc.

• The student may only carry a one-day supply (1-2 doses) of the medication.

• The medication must be in the original container.

• The student must have a parent/guardian signed district Self-carry Authorization form to self-medicate.

Medication to be self-administered for more than fifteen (15) consecutive days whether OTC or prescription requires a current 

Lakewood school District Medication Authorization form signed by the students HCP/ DDS and parent/guardian stating that the 

student may self-medicate in addition to the Self-carry Authorization form. The student must also demonstrate their ability to the 

school nurse to correctly evaluate their symptoms and use the medication appropriately. 

Asthma, Anaphylaxis and Diabetes medications: 

When a parent requests that his/her student be allowed to self-administer medication for asthma, anaphylaxis, and diabetes. A 

medication authorization form must be filled out and signed by the HCP and parent/guardian. The permission form must contain a 

treatment plan for what to do in case of an emergency. The HCP must also provide training for the student to recognize symptoms 

and the correct use of medications. Additionally, the student must demonstrate their ability to correctly evaluate symptoms a nd use 

of medications to the school nurse including how to access help when needed. (RCW 28A.210.370 and LWSD policy 3419) 

Reviewed by District Nurse: _______________ Date: _________ Reviewed by Building Nurse: ____________ Date:_________ 

Visit our web site at http://www.lwsd.wednet.edu 

http:http://www.lwsd.wednet.edu
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