
                      

 STUDENT CARRY & SELF-ADMINISTRATION AUTHORIZATION FORM 

 

Student Name: _______________________________________   Date of Birth:  ______________________________ 

Medication Name: ____________________________________    Dosage: ___________________________________  

Time medication is to be taken:     Daily at _______ AM/PM    or   PRN/Every ______ hours as needed 

________   Medication Consent & Administration Form with physician signature obtained. 

Parent/Guardian Agreement:  

I request that my child be permitted to carry and self-administer the medication detailed above. By signing, I                  
understand that I am assuming responsibility for misuse. The medication will be provided in its original pharmacy                 
container with pharmacy label. For student’s failure to comply with the guidelines, this privilege will be revoked and the                   
medication will be kept in a secure location by the school nurse for monitored student use. 

Parent/Guardian Signature: ________________________________________   Date: ______________________ 

Student Agreement:  

I understand that by carrying my medication, I am responsible for keeping it in a secure location and using it only as                      
indicated in my Health Plan. I understand that the medication is prescribed to treat my medical condition and cannot be                    
used by another student. I agree to notify my teacher of the nurse of my need for assistance with the medication or for                       
persistent or severe symptoms unrelieved by the medication’s use. 

**Inhaler Usage: I understand that if a spacer is not available, I will maintain 6 foot physical distance while using an inhaler.** 

Student Signature:  _______________________________________________   Date: ______________________ 

School Acceptance of Request: 

The parent’s request for the student to carry and use the indicated medication has been accepted. The student will be                    
assisted as needed. However, we reserve the right to withdraw this privilege if the student handles the medication                  
irresponsibly or uses the medication incorrectly. In such an event, the parent/guardian will be notified as soon as                  
possible. 

The student: 

________   Verbalizes the purpose of the medication and when it is to be used. 

________   Verbalizes the correct dosage, frequency and time to be used. 

________   Demonstrates correct use and administration of the medication. 

 

School Nurse Signature:  ___________________________________________   Date: ______________________ 
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