WOQDERIDGE TOW_NSHH;[? SCHOOL DISTRICT .
AUTHORIZATION:BY. PARENT-AND-HEALTH CARE PROVIDER
FOR -?XPMINISTRATIO'N'DF ‘MED!CATiGN?;N'S’GHO'OL
4yrhoﬁ;r__a_ﬁons are e_ffgcﬁvs for one school y?'a;ar only and must be renewed annually.

“The.administration of medication. to a.student during schpol hours will be permiited only when fallure to take

' such medicatiori: would jeopardize'the healfn.of the stiident &rrender theistuderit uneble to attend sohoal.
(Flease print all information)
In order to protect the health of ' , it is necessary for

~ him/her 16 have the following medication Guring -school hours. This also includes éll over-the-
couniter medicatiens. .

Name of Medication:

‘Student's diagnosis/purpoese of medication:

Route/dosage/time of administration:

How soon can medication be repeated?

Length-of time prescribed:

Possible side effects:

[
o}
[a R
b -
=
1\
b |
(42

Any restrictions the madication might make on the students dally activities (e.c.
-education, labs, physicel education):

| the medication is'io be used on a “prn” or “as needed” basis, the order should clsarly describe
s conditions under which the drug is to'be used:

Ofher medications the swdent receives that might.enhance, alter or impact the efiscts of the
orderad medication: e , :

This medication is: ~ Over-the-counter medication: Yes ~__No
' ' Prescription medication: ~__Yes .__No
Realthcare Provider's Signature Date - - .7 Healthcare Provider's Stamp |

| hereby grant permission 1o the school nurse 1o distripute  madication to my child,
; , as described above.

Barent/Guardian Signature Date
HiEp .

) Ravised 2002
Regulation #5100
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