(THIS IS A TWO SIDED FORM)

NORWALK - LA MIRADA UNIFIED SCHOOL DISTRICT

12820 Pioneer Blvd.  Norwalk, CA 90650-2894

(562) 868-0431
	PHYSICIANS AUTHORIZATION FOR ADMINISTRATION OF MEDICATION BY SCHOOL

	PERSONNEL DURING THE REGULAR SCHOOL DAY

	TO BE COMPLETED BY PARENT:

	

	     
	
	     
	
	     
	
	     
	
	     

	Student Last Name
	
	First
	
	D.O.B.
	
	School
	
	Teacher

	

	The above named student is required to take medication prescribed by a physician during the regular school day, which cannot be taken any other time.  I request that designated school personnel assist my child in taking the medication in accordance with the instructions provided below by the physician.  I authorize the district to communicate with the physician below regarding my child’s medical condition and or the medication prescribed for it.

	

	     
	
	     
	
	     

	Date
	
	Telephone
	
	Signature of Parent or Guardian

	

	***************************************************************************************************

	TO BE COMPLETED BY A LICENSED PHYSICIAN: ONE MEDICATION PER FORM       

	

	     
	
	     

	Purpose of Medication
	
	Name of Medication

	

	     
	
	     
	
	     

	Dosage Prescribed
	
	Time Schedule
	
	Dose Form (Tablet, liquid, etc.)

	

	Precise Method of Administering Medication:
	
	     

	

	***************************************************************************************************

	Describe precautions, special instructions, possible adverse reaction, or other comments. 

(PLEASE INCLUDE STORAGE INSTRUCTIONS):

	     

	     

	The Above Named Student, For Whom This Medication is Prescribed, is under my care.

	

	     
	
	

	Print Name of Physician
	
	Signature of Physician

	

	     
	
	     
	
	     

	Address
	
	Telephone
	
	Date

	

	The fact that this is a SERVICE or accommodation which is NOT LEGALLY REQUIRED to perform is recognized by all parties signing this form, and in so signing they agree to hold the school or its personnel FREE from any or all suits which might arise out of these arrangements.

  1.  This form must be completed by a licensed physician, and by student’s parent/guardian.

  2.  One Form for EACH MEDICATION.  Each time there is a change in medication request a new form.

  3.  Medication must be in original pharmacy labeled container clearly stating prescription information.



	THIS REQUEST EXPIRES AT THE END OF THE SCHOOL YEAR IN WHICH MADE

	The California Education Code (49423):


ADMINISTRATION OF PRESCRIBED MEDICATION FOR PUPIL Notwithstanding the provision Section 49422, any pupil who is required to take, during the regular school day, medication prescribed for him/her by a physician, may be assisted by the school nurse or other designated school personnel if the school district receives (1) a written statement from such physician detailing the method, amount, and time schedules by which such medication is to be taken and (2) a written statement from the parent or guardian of the pupil indicating the desire that the school district assist the pupil in the matters set forth in the physician’s statement.


HS-2 (Rev 8/10) 
INSTRUCTIONS FOR SCHOOL STAFF
●
A written request from a licensed physician, nurse practitioner, or physician assistant to administer medication at school.

●
Both the physician and parent/guardian must sign the request form.

●
Keep medication in the school office in a locked cabinet.

●
A record of medications dispensed and by whom - this must be filed in the student’s permanent Health Record (CUM) at the end of the school year or when the medication is discontinued.

●
Parent/Legal Guardian must bring medication to school.

●
Parent/Legal Guardian is solely responsible for supplying all medications and supplies.

●
Give medication(s) during school hours only.

	RECORDING MEDICATIONS RECEIVED: Record the date and amounts of medication received and sign your name. This must be done each time medication is brought to school.


	DATE MEDICATION RECEIVED
	AMOUNT
	SIGNATURE OF PERSON

RECEIVING MEDICATION

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	RECORDING MEDICATIONS DISPENSED: Write your initials over the date that you administer the medication.  Leave the dates blank if medication was not given.  Write your initials and signature in the KEY area.
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	KEY:

	Initial
	
	
	Signature
	
	
	
	Date Medication began
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	Date Discontinued
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