.Blrmmgham Permission to Administer Medication

PUBLIC BEHOOLS

Prescription and/or non-prescription medication that must be taken by students at school requires a wiitten request from the parent/legal
guardian together with a written set of instructions from the physician who has ordered the medication. The child's name, doctor's name,
name of the medicine, dosage, route, frequency or time of administration, expected duration of medication regimen, possible side effects and
special instructions, shall be clearly listed by the doctor on this form. Signatures are required from both the parentlegal guardian and
physician. Medication must be in the original container and labeled with child's name, doctor's name, name of the medication, dosage, route,
and frequency or time of administration. Please give initial dose of any new non-emergency med|cat|on at home; monitor for side effect,

reaction.
School : Grade

Student Name ___Birth Date

_Phone Number

Student Emergency Contact #1

‘ ‘,Student Emergency Contact #2 Phone Number

_ Name of Attending Phystaan( )

.v Physmlan Address

. Fla‘xb

Phy5|c1an Teiephone _

' IVIEDICATION INFORIVIATIDN (THIS SECTION SHOULD BE COMPLETED BY THE PRESCRIBING HEALTHCARE PROVIDER) :

)Med;catlonName Dose/Quantxty .v . : Route ) TlmeofAdmmlstratxon -

) Reason for I\/Iedlcanon

Adverse Reactlons or Slde Effects _ _
- StartDate _ _ Fnd Dete_'(\/alid for one school year only)

Route__ ° TimeofA‘dministration‘

ZT)Medication'N_z‘Ime' S N i-Dos‘e'/QuantIty

Reason for Medicaﬁon 3

Adverse Reaptibne or Side Effect'sv i i
» Start Date ‘.. . . End D,a't:e: (Valid fo:r one s'c'hool‘yeaf.only) o

Phy5|c1an certlfles thls student requ]res the above medxcatlon dunng school hours

Date ’ _Physician Slgnature (requlredfor medlcation admmlstratlon)

PHYSICIAN: Ifstudent requires an EpiPen or Inhaler; and an addmonal EplPen or Inhaler is requ;red for bus transportatlon orother actxv1ty, please’ prowde

an extra prescrlpt;on 10 the parent

SELF POSSESSION/SELF ADIVIINISTRATION AUTHORIZATION

Students may possess/carry and/or seIf—admmtster medlcatlon onIy n‘ authorlzed by the physnc:an and parent/Iegal guardlan

Thxs student is capabIe ofa self-carrymg o self- admlmstenng o Epmephrme g Inhaler ‘
IDate .

'Phystcuan Slgnature for student seIf—carry/admmlstratron of EplPen/InhaIer ' _
‘Date .

Parent/LegaI Guardlan Slgnature for child to seIf carry/admmlster EplPen/Inhaler
A s‘cudent s authorlzatlon to possess and self-administer medlcatlon may be limited or revoked by the bulldmg prmcxpaI after consultatlon thh the
schooI nursé'and the studen’c s parents/guardian if the student’ demonstrates an mabIIlty to responSIbly pbssess and self: adm[nister such méedication.
: PIease contact the’ bulldlng pnnapa! to deve[op a pIan to address how je) keep a record of admm:strations and when the student must seek asststance

P/—\RENT/LEGAL GUARDIAN AUTHORIZ/—\TION

| hereby request that my child be administered medication at school by schooI personnel | understand tha‘c the medication will be admlmstered exactIy
as per directions of my above-named physician. | will notify the school of changes or discontinuance of this medication(s) by completing a new form. |
consent and authorize the healthcare provider staff and school to share information as needed to clarify orders and assist with my child’s healthcare
needs. | agree that information contained herein shall be shared with individuals and staff that need to know.

Parent/Legal Guardian Signature Date
Print Parent/Legal Guardian Name
.
‘ NOTICE OF DISCONTINUATION OF MEDICATION ADMINISTRATION
Please discontinue medication administration described above for my child as of
Parent/Legal Guardian Signature Date




