To be completed by the parent or guardian:

I am formally requesting that my son in grade
be allowed to self-administer the medication prescribed by our licensed health care provider.

1.

9

I understand that every effort should be made to administer medication to my son outside
of school hours and outside of the school setting.

I understand that medication dispensed within the school setting should not be
administered for non-chronic, non-disabling conditions. Medication should only be
administered for chronic or disabling conditions which might prevent students from
attending school on either a daily or frequent basis due to the need for treatment.

I understand that non-prescription medication cannot be administered to my son.

A copy of my child’s prescription and notification from our health care provider clearly
stating that this medication must be administered at a time when my son is in school, or
at a school sponsored function, and that my son can self-administer this medication.
The time(s) the medication must be administered during school hours has been noted
Possible side effects of the medication and possible adverse reactions have been noted.
Documentation from my medical provider listing all other medications (prescription
and/or over the counter medications) administered to/by my son each twenty-four hour

period has been provided.

I understand that I am responsible for providing my son’s medication, on a daily basis, in
a clearly marked pharmacy container. '

[ understand that the medication must be maintained in a secure location in school.

10. I understand that the school does not have a nurse and therefore bears no responsibility

Signature (parent or guardian): Date:

Jor the administration of the medication noted above.

Home Phone: Work Phone: ' Celf.'




