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Office of the Superintendent
School Name: _____________________
School FAX: ______________________
Request for Medication Administration in School
Spanish version (see parent consent at bottom)
To Be Completed by Physician (One medication per form)
Student_________________________ DOB___________ School________________________

Medication ____________________________ Dosage_________________________________

Purpose of Medication __________________________________________________________

Time(s) Medication is to be given _________________________________________________

Administration Dates: Begin ____________________ Stop _____________________________

Significant information (include side effects, toxic reactions, omission reactions, contraindications): ______________________________________________________________​​​​​​​​​​​ ​
If an emergency situation occurs during the school day or if the student becomes ill, school officials are to:


a. ____ Contact me at my office _____________ Telephone _______________


b. ____ Take child immediately to the emergency room at _________________


c. ____ Other _____________________________________________________

Please check one of the following:  _____Bus Rider 
_____Car Rider 
_____Before/After-School Care
FOR SELF-ADMINISTRATION – Please complete this section:

YES ____ NO ____ Student has demonstrated understanding of and ability to self-administer asthma medication, diabetes medication, or medicine for anaphylactic reactions and may carry and self-administer as prescribed.

_____ MDI (*Metered Dose Inhaler)  ____ *MDI with spacer       _____ Epi-pen      ____ Insulin

*Parent/guardian must provide an extra inhaler to be kept at school in case of emergency.

A written statement, treatment plan and written emergency protocol developed by the student’s health care provider must accompany this authorization form in accordance with requirements stated in G.S. 115C-375.2

Student must have a self-medication treatment contract (to be completed at school).

All medication for use at school will be furnished by parent or guardian in a container properly labeled by a pharmacist with identifying information, (e.g., name of child, medication dispensed, dosage prescribed, and the time it is to be given or taken).

______________________________________



_____________________

Physician’s Signature






Date

PARENT’S PERMISSION

Yo, por medio de la presente, doy permiso a mi hijo(a) (nombrado anteriormente) para recibir medicamentos durante el horario escolar.  Este medicamento fue recetado por un médico autorizado.  Yo, por medio de la presente, libero de toda responsabilidad a la Junta de Educación, a sus representantes y empleados de la administración del medicamento recetado.  Este consentimiento está vigente por este año escolar, a menos que sea revocado.

______________________________________  
__________________
__________________

Parent/Guardian Signature


      
Phone Number(s)

Date

Approved by: _______________________________



_____________________



Principal’s Signature




Date

Reviewed by: _______________________________



_____________________



School Nurse’s Signature




Date                          
 
(Revised 7/19)       
Public Schools of Robeson County


Post Office Drawer 2909


Lumberton, North Carolina 28359


(910) 671-6000












