Distrito Escolar Unificado de Prosser No. 116
Servicios de Salud

AUTORIZACION PARA LA ADMINISTRACION DE MEDICINAEN LA ESCUELA

Nombre del Estudiante: Fecha de Nacimiento:

Escuela: Grado:

THIS PORTION TO BE COMPLETED BY LICENSED HEALTH CARPROFESSIONALS (LHP)
prescribing within the scope of their prescriptatghority

Name of Medication Dosage Methods of Administration Time of Day To Be Taken

Diagnosis or reason for medication:

If given prn, specify the length of time betweersek

Inhalers:

Indicate if student must carry on his/her person
Student is capable to self-administration of metibca Yes No

Possible side effects of medication:

Emergency procedure in case of serious side effects

| request and authorize that the above-named stb@emdministered the above-identified oral medicain accordance with
the instructions indicated above from to (not to exceed currentasgtear) as there
exists a valid health reason which makes admitistraf the medication advisable during school lsour

Date of Signature Licensed Health Care Profession

Telephone Number Name (Print or Type)

Please Note: If samples of medication are to bergithey must be labeled with the name of the siudiesage, and time to
be given.

ESTA PORCION DEBE DE SER COMPLETADA POR EL PADRE/GRDIAN

Yo solicito/autorizo a la escuela a que admisistrenedicina al estudiante anteriormente identifica® acuerdo con
instrucciones del médico por el periodo de a (que no exceda al presente afi@gscgb comprendo
gue la escuela hara un gran esfuerzo para quesainaé indicado pueda administrar la medic enempio determinado.

Permiso para cargar un inhalador Si No
Permiso para que se administre la medicina pastetiante Si No
Fecha cuando se firmo Firma delr€&liardian

Numero dél Teléfono

asa) (Empleo)
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Prosser Consolidated School District No. 116
Health Services

FIELD TRIP MEDICATION

Student: Age:
School: Grade: Teacher:
Medication: Dosage:
Time to be Given: Date:

Signature of Person Giving Medication Date

Date and Time Medication WAS GIVEN:

(Date) (Time) (Initial)

Please return this paper to the Health Room after the field trip. The nurse will transfer the information to the
Student Medication Log and verify any medication returned to the Health Room. Thank you.
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