BRENTWOOD UNION FREE SCHOOL DISTRICT HS 033
ADMINISTRATION OF MEDICATION IN ESCHOOL Secondary

PARENT AND PRESCRIBER’S AUTHORIZATION

Authorization for Administration of Medication
A. Tobe completed by the pargnt or guardian:
I request that my child grade receive the medication
as prescribed below by our licensed health care prescriber. The medication is to be furnished by
me in the properly labeled original container from the pharmacy. 1 understand that the school nurse,
or the designated person in the case of the absence of the school nurse, will administer the medication.

B: To be completed by the licensed health care preseriber:
I request that my patient, as listed below, receive the following medication:

Name of Student: Date of Birth:
Diagnosis:
MEDICATION DOSAGE FREQUENCY/TIME TO ROUTE OF
BE TAKEN ADWVIINISTRATION

Duration of Treatment:
Possible Side Effects and Adverse Reactions (1f any):

Name of Licensed Prescriber and Title (Please Print)

Prescriber’s Signature: __ Date:
Address: Phone:

Self-Medication Release Form
Child’s Name: grade has been instructed in the
proper use of the following medication procedures:

We (Physician’s signature) and
(Parent/ Guardian’s signature) request that
(Child’s name} be permitted to carry the medication on his/her

person or keep same in his/ her locker or P.E. Locker, as we consider him/her responsible. He/sfte has
been instructed in and understands the purpose and appropriate method and frequency of use.

We, the above signed, absolve the school of any responsibility in safeguarding our child’s medication.
Signature: _ Date:
(Parent/Guardian)

Address:

Telephone:

(Home} - (Work) :  (Cell)

Fevised i1



BRENTWOOD UNION FREE SCHOOL DISTRICT
ADMINISTRACION DE MEDICINAS EN LA ESCUELA

AUTORIZACION DE LOS PADRES ¥ DEL MEDICO QUE PRESCRIBE LA MEDICINA
Aulorizacion Para la Administracion de la Medicina:

Solicito que mi nifio/nifia grado reciba esta medicina
segun la misma ha sido prescrita por ol medico. Yo enviare este medicamento a la escuela en su envase
original debidamente identificada por la farmacia. Tengo entendido que la enfermera escolar o
cualquier otra persona autorizada por la escuela en caso de ausencia de la enfermera, tendrd la
responsabilidad de administrar esta medicina.

B: To be completed by the licensed health care prescriber:
] request that my patient, as listed helow, reccive the l[ollowing medication:

Name of Student: | .. Dateof Birth: o o

Diagnosis: R . e

{_ MEDICATION DOSAGE FREQUENCY/TIME TO ‘ROUTE OF
L BE TAKEN ADMINISTRATION

Duration of Treatment: 5 o
Possible Side Effects and Adverse Reactions (il any):

Name of Licensed Prescriber and Title (Please Printy

S &
~ Phone:

Prescriber’s Signature: _
Address:

FORMA DF PFRMISO PARA ADMINISTRARSE A Sif MISMO LA MEDICINA
Nombre de nifio/nifa ha sido debidamente instruido en el metodo

correcto para administror a si mismo la siguiente medicina:

Nosotros, (firma del Medico) } o _ y (firma de los Padres
o Guardianes) _ solicitamos que (Nombre de nino/nina)
o : sea permitido tlevar en su perseria 0 mantener {a medicina-indicada
on su “locker” en el “locker” de Educacion Fisica. El o ella ha sido instruido y entiende el propoosito y
metodo apropiado, asi como la frecuencia de uso de esta medicina. Consideramos que el/ellaes (o
suficientemente résponsable y por esta razon hacemos esta solicitud.

{ os arriba firmantes absuelven a ta escuela de roda clase de responsabilitdad en la custodia de esta
medicing.

Firma: _.. . L diecdion: Ll o e —
Telefono:

;Hoo@_ﬂ DU ;T;Lba;w . {(;_”Uhm
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