
Student Information 

S1 LH.ient n�rne 

Studem address 

Scl1ool 

List any known drug allergies/reactions 

Prescriber Authorization 

Name of nir:..·•dication 

Dosage 

------ -- --

Di:lte lo b�gin rnedtec1Lior1 

Circumstances for use 

Special instruclions 

Treatment in the event of ,rn adverse reaction 

Epinephrine /\utoinjector ..J Not applicable 

Medication Administration Record (MAR) 

General Medication Form 

(Including Asthma Inhaler and Epinephrine Autoinjector Use) 

I Grade/Class I reacher 

I Height 

Circumstance for use 

Route 

Dale lo e11d mediG:1Lion 

Date of birth 

School ye;;r 

Weight 

_J Yes, as the pr0scnbcr I have detcrminr0 that this srudont is capable of possessing and using this autoinjeoor appropriatdy and have provided the student 
with trc1ining in the proper use otthe autol11jector 

,\sthm,, lnha:cr ..J Not applicab,e 
:l Yes, if conditions ire satisfied per ORC 3.31 /./ 16, the student may possess and use the inh,1lc1 at school or at any activity event or progriJm sponsorod by or in which thci 

�tu dent's schoo1 is c:i pnrticipcil'll. 

Procedures for school employees 1f the student 1s unable to administer the medication or if it does not produce the expected relief 

Possible Severe Adverse Rcaction(s) per OR( 3317,716 and 3313.718 
a) To the student fot whom it is prescribed [that should be repo1t<?<:l !D the p1e1,eriber) 

b) To a student for whom it 1s not prescribed who receives a dose 

Othn me<iicr1tion instrucrlon.s 
Does rnedicatfon require refrigeration? 0 Yes :l No Is the medicanon a controlled substance? :::l Yes O No 

Pr-esuiber sf9nature Date I Phone 11 ax 

Presuiber 1<arne (print) 

RGmindc=:!r note for pr0s.nibc�r ORC 331 :l J 18 requir['s hJckl:p e:pinephrinc ;1,Jtoinjrctor rinrl best practice rccon1mr-nds b.1ckup asthma inhaler. 

Parent/Guardian Authorization 

0 I Juthorize an employee of the schoc:l lx:,a1d to admlrrister the, ,1bov<> medic,Jtion. 01, 1ncler;t,md thai iidditioml pi1rent/p1-,:•scr,bersi,JW'd '.,tat0m,0nts will be necess,11 y if ti ,e 
dosage of medication is changed, 0 i also authorize the licensed healthc3re professional to taik with the prescriber or pharmacist ro clMity mediecition order. 

G?J Medication form must be received by the principal, his/herdesignee, and/or the school nurse. 0 ! understand that the m..:!dication must be in theorlginill container and b� properl}' 
iabcicd with the student's name, prcscribN's name, d;;tc of prescription, name of medication. rJo.saqc, strength, time intcr,,al, route of admir.istr,,tion �nd the date of drug �lpiration 
when appropriate. 

Pare11t/Ciuardian signatuie Date I # I contact phone I i/2 contact phone 

Parent/Guardian Self-Carry Authorization 

□ For Epil tep/mne Avtoin}eaor: As me parent/9uordian of this student, I authorize my child to posses! and use an eoinepllrtne automjector, rJs preswbect, ot ,he schooi 011d any activity, event 01 
program sponsored byor ;n which the swdent's sch col i.5 a porr!cipant. ! undersronci that o school employee will immeaiaU.>�y reque5r assistance .From an emergency rnediccJt servfr.:e provider if thf� 
medico1fon 1s oclminis!.ered. J wiil provule a bockupdose of i/1e medir.nlmn lo 1he scliooJ principal or n,Jrseas reqwrer.J hy low. 

□ For llsthma Inhaler:/\� the parent/gw1rdion of this .Hurient, i cJuthori?e my child to possess and !I'ir! an asthma inhaler ns prescribed� at rhe school ond onyactivit_y� r.wmt, or prqqram sponmred by 
or in which the ,wdent:, school is a panirioont. 

f'aren\/Guardian signature I Date I • 1 contact phone "2 contact phone 
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