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General Medication Form
{inctuding Asthma I’p_' ialey and Epinephrine Autoinjector Use)

Student Information

Studens rarme Date of birth

tudent address

School ! Grade/Class Teacheor ) School year

[

List any known drug allergiss/reactions Height Weight

Prescriber Authorization

Name of medication Circumstance far use
Dosage Route Time/interval
Date to begin medication [Jate (o end medication

Circumstances for use

Special instructions

Treatment in the gvent of an adverse reaction

Epinephrine Autoinjector {0 Mot applicable

[ Yes, as the prescriber i have determinied that this student is capabie of possessing and using this autoinjector appropriately and have provided the student
with training in the proper use of the autoinjecton

Asthma inhaler 3 Not apgplicable
Pr

1 Yes, if conditions are satisfied per ORC 3317.716, the student may possess and use the inhater at schaol or at any activity event or program sponsored by or in which the
student's school Js a participant.

Procedures for school employees if the student is unable to administer the medication or if it does not produce the expacted relief

Possible Severe Adverse Reaction(s) per ORC 3317.716 and 3313.718
a} To the student for whorn i is prescribed {that should be repartad to the prescriber)

b To a student for whom it is not prescribed who recelves s dose

Other medicasion instructions
[Does medication require refrigeration? Kyes TkNo fs the medication a cantrolled substance? O Yes QiNo

Prescriber signatyre Date Phone Fax

Prescriber name {phnn

Reminder note for prescriber: ORC 3313718 requires backup epinephrine autoinjector and best practice recormmends backup asthma inhaler,

Parent/Guardian Authorization

b fauthorize an employee of the schoo! board ta administer the above medication. BT understand that additional parent/prescriber signed statements will be necessary If the
dosage of medication is changed. B | also authorize the Yicensed healthcare profassicnal to talk with the preseriber or pharmacist to clarify medicetion order.

B Medication form must be received by the principal, his/her designee, and/or the school nurse, Bl understand that the madication must be in the eriginal container and be propery
labeled with the student’s name, prescribers name, date of prescription, name of medication, dosage, strength, time interval, route of administration and the date of drug expiration
when aopropriate.

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

Parent/Guardian Self-Carry Authorization

U For Epinephrine Autainjectar: As the parent/quardian of this student, { authorize my child to possess and use an epinephrine autoinjector, as prescribed, at the school and any activity, event, or
prograrm sponsored by or in which the student’ schoolis a participant. | understand that a school employee will immediately reguest assistance from an emergency medical sewvice provider if this
medication is administered. I will provide a backup dose of the medication to the school principal or nurse as required by law,

Q  ForAsthma inhaler: As the parert/guardion of this student, § authorize my child to possess and use an asthma inhaler as prescribed, at the school and any activity, event, or program sponsored by
or inwhich the student’s schoclis a participant,

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

HEA 7758 5411 1 File per district policy



Medication Drop-Dff and Pick-up Instructions
Tor ParentfGeartdian

Seneol Year Data

Dear parent of

Student Name

If your child musttake medication during the school year, he/she must have the foliowing;

Part : Drop-off and Pick-up Instructions for Parents
Medication drop off instructions.

Parent/guardian must drop off medication ior designate a responsible adult) to deliver the medication to school designeted Iuﬁatiun.

The Ohlo Revised Code and schoo! district policy swate you must have:

0 Wrizten medication authorization record fro

m your child's licensed health care presCriber and signed permission from the parent/guardian
{schoot wili provide necessary forms), i

3 Pharmacy-labeled original bottle or ariginal container with student name and grade if non-prescription.

Other Commeants

Medication pick up instructions

if your child's medication is discontinued during o
indicate your choice of how you prefer us to handl
end of the school year,

rafter the end of the school year, safe arra

ngements must be made for the safe retum, Please
e the return of your chiids medication once ¢

iscontinued by the health care prescriter orat the

O 1 will coms into the schoot

office/tlinic when my child’s medication is discontinued by the health
year.

care prescriber or it is the end of the schogl

0 |request that the schoo dispose of any medication remainin

o afterthe last day of school.
properly discarded

{if this form is nor rewurned, medication will be
week(s) after school ends.)

i give the schoot permission o send ray child’s:

O Epinephrine autoinjector or

& Asthma inhaler home with my child on this date

. | assume all responsibiiity for the medication after it
ieaves the school.

Parent/Guardian signature ! Dae #1 Conract phone ‘ #2 Coniaet phone
Part 2: For Schoo! Nurse/Personnel Only
Your ¢hiid, has of teft in the clinic,
{amount ieft) ] {medication narmey
Please follow all megication instructions 8bove 10 ensure safe medication practice,
Senool nurse/Schoot parsoninel signature E Tite ! Phone ’ Date
i
§

Please contact the school for any gquestions or concerns
HEA 7777 5211

3 Fie per distrigy paticy




