ALLEN PARK PUBLIC SCHOOLS

PERMISSION TO ADMINISTER MEDICATION

	DATE FORM RECEIVED BY SCHOOL
	
	SCHOOL NAME
	

	
	
	
	

	STUDENT NAME
	
	
	

	
	
	
	

	DATE OF BIRTH
	
	
	

	
	
	
	

	GRADE
	
	TEACHER (if applicable)
	

	
	
	
	

	ATTENDING PHYSICIAN
	
	
	PHONE
	
	

	
	
	
	

	PHYSICIAN’S ADDRESS
	
	
	FAX
	



MEDICATIONS:  TO BE COMPLETED BY THE PHYSICIAN OR AUTHORIZED PRESCRIBER

1.

	NAME OF MEDICATION
	
	
	

	
	
	
	

	DOSAGE
	
	TIME OF ADMINISTRATION
	

	
	
	
	

	REASON FOR MEDICATION
	
	
	

	
	
	
	

	START DATE
	
	STOP DATE 
	
	OTHER
	

	
	
	
	

	COMMENTS/POSSIBLE SIDE EFFECTS:
	
	
	

	
	
	
	


2.

	NAME OF MEDICATION
	
	
	

	
	
	
	

	DOSAGE
	
	TIME OF ADMINISTRATION
	

	
	
	
	

	REASON FOR MEDICATION
	
	
	

	
	
	
	

	START DATE
	
	STOP DATE 
	
	OTHER
	

	
	
	
	

	COMMENTS/POSSIBLE SIDE EFFECTS:
	
	
	

	
	
	
	


3. IF THE MEDICATION PRESCRIBED IN NUMBER 1 AND/OR NUMBER 2 ABOVE INCLUDES THE USE OF AN INHALER AND/OR EPIPEN, THE PATIENT/STUDENT HAS MY APPROVAL TO POSSESS AND USE THE MEDICATION AS DESCRIBED IN NUMBER 1 AND NUMBER 2 ABOVE.

NOTE FOR PHYSICIAN:  DEPENDING ON THE STUDENT’S GRADE LEVEL AND INDIVIDUAL CIRCUMSTANCES, YOU MAY WANT TO CONSIDER UP TO THREE (3) PRESCRIPTIONS AS FOLLOWS:  1ST, IF THE STUDENT REQUIRES THAT AN EPIPEN AND/OR INHALER BE LEFT ON HIS/HER PERSON (OR IN THEIR SCHOOL DESK AT ELEMENTARY LEVEL); 2ND, FOR BUS TRANSPORTATION, AND 3RD, FOR THE SCHOOL OFFICE.

	DATE
	
	PHYSICIAN’S SIGNATURE
	



TO BE COMPLETED BY PARENT:

I REQUEST THAT (NAME OF CHILD) _____________________________________________ RECEIVE THE ABOVE MEDICATION AT SCHOOL ACCORDING TO STANDARD SCHOOL POLICY.  

I HEREBY REQUEST THAT MY CHILD BE ADMINISTERED PRESCRIBED MEDICATION AT SCHOOL BY SCHOOL PERSONNEL.  I UNDERSTAND THAT THE MEDICATION WILL BE ADMINISTERED EXACTLY AS PER THE DIRECTIONS OF MY ABOVE NAMED PHYSICIAN.  I WILL NOTIFY THE SCHOOL OF CHANGES OR DISCONTINUATION OF THIS MEDICATION(S) BY COMPLETING A NEW FORM.  IN THE EVENT THAT THE MEDICATION DESCRIBED IN NUMBER 1 AND/OR NUMBER 2 ABOVE IS PRESCRIBED FOR THE TREATMENT OF ASTHMATIC SYMPTOMS, I APPROVE THAT MY CHILD MAY POSSESS AND USE THE MEDICATION(S) AS DESCRIBED IN NUMBER 1 AND/OR NUMBER 2 ABOVE.

	SIGNED
	
	DATE
	

	
	PARENT OR LEGAL GUARDIAN
	
	

	
	
	
	

	ADDRESS
	
	
	PHONE
	


	ORIGINAL:  FILED IN STUDENT’S CA-60
	COPY:  KEPT WITH MEDICATIONS
	COPY:  PARENT’S COPY


