AUTHORIZATION TO ADMINISTER MEDICATION BY SCHOOL PERSONNEL
Osseo-Fairchild School District

PART 1: TO BE COMPLETED BY THE PARENT OR GUARDIAN

| HEREBY GIVE MY PERMISSION FOR SCHOOL PERSONNEL TO ADMINISTER MEDICATION AS

DESCRIBED BELOW TO:

(Student). | AGREE TO HOLD THE OSSEO-

FAIRCHILD SCHOOL IDSTRICT AND IT’S EMPLOYEES WHO MAY ADMINISTER THIS
MEDICATION HARLESS N ANY AND ALL CLAIMS ARISING FROM THE SAID ADMINISTRATION

OF THIS MEDICATION AT SCHOOL.

PARENT OR GUARDIAN SIGNATURE

DATE

PART I1:
TO BE COMPLETED BY THE PARENT FOR AN OVER
THE COUNTER MEDICATION

Name Of Medication:

Dosage:

Time to be administered:

Date to begin medication:

Date to end medication:

Medication must be in it’s original container and not be beyond
the expiration date. Over the Counter medications must be
dispensed according to the label unless otherwise directed in
writing by a physician.

Nutritional supplements/dietary supplements or other substances
not regulated by the FCA shall not be administered by school
personnel.

PART I1I:
TO BE COMPLETED BY THE PRESCRIBING
PHYSICIAN

Physician’s Name:

Phone:

Name of Medication:

Dosage:

Time to be administered:

Date to begin medication:

Date to end medication:

Possible side effects:

Physicians Signature: Date:
Prescription medication must be accompanied by a physician’s
authorization and also parent/guardian written consent.
Prescription medication must be in the original prescription
container with the label affixed. Student, doctor, name of drug,
dosage and frequency must be indicated. If prescription or
dosage changes, a new physician’s authorization is required and
new prescription information must be on the container.

TO ALSO BE FILLED OUT BY PHYSICAN FOR INHALER USE:

The above student has been instructed in the proper way to use his/her inhaled asthma medication. It is my
professional opinion that he/she should be allowed to carry and use this inhaled medication as if this is a safe

practice for the child at school.

Physician’s Signature:




