[bookmark: _GoBack]E.E. KNIGHT ELEMENTARY MEDICATION PRESCRIBER/PARENT AUTHORIZATION FORM
	Student Name:
	

	Birthdate:
	

	Teacher:
	

	School Year:
	



To be completed by physician/licensed prescriber:
	Prescription
Medication Name
	Dose
	Time to be given
	Route/Form
	Side Effects
	Adverse Reactions

	1.
	
	
	
	
	

	2.
	
	
	
	
	

	3.
	
	
	
	
	

	4.
	
	
	
	
	

	5.
	
	
	
	
	

	6.
	
	
	
	
	


*Routes ~oral (pill/capsule/chewable, liquid) ~ inhaled (inhaler, nebulizer) ~ topical skin application ~ topical (eye drop, ointment) ~ topical ear drop ~ injection ~ other (list)

Special Instructions______________________________________________________________
	Non-Prescription
Medication Name
	Dose
	Time to be given
	Route/Form
	Side Effects
	Adverse Reactions

	1.
	
	
	
	
	

	2.
	
	
	
	
	

	3.
	
	
	
	
	

	4.
	
	
	
	
	

	5.
	
	
	
	
	

	6.
	
	
	
	
	



Special Instructions___________________________________________________________________________

Start Date:__________________________                  Stop Date:_______________________________

____________________________                ______________                      ________________________________	                                   Physician’s Signature		                    Date	                                            Physician’s Printed Name
__ Student has been trained and is authorized to administer his/her own medication while at a job site.

Physician’s Name:_____________________________________________________________________

Physician’s Phone #:________________________                       Fax#:_____________________________

Physician’s Address:_____________________________________________________________________
------------------------------------------------------------------------------------------------------------------------------------------------------
To be completed by parent/guardian:  I request and give permission for (name of child)____________________________
To receive the above medication(s)/treatment at school according to standard school district policy and for the physician(‘s)/staff and school district staff to share information needed to assist my child with medication needs. (Schools require parent/guardian to bring medication to school in its original container with dates for administration, dosage, name of medication).

_________________________________________________                          ______________________________              Parent/Guardian Signature						Date

*All medications must be delivered in original containers. 								  *School employees will not administer over-the-counter drugs without a prescription from a physician. 

This form must be completed and returned to school before prescription and/or over-the-counter medication can be administered.



﻿

    

