HUNTINGDON SPECIAL SCHOOL DISTRICT
HEALTH SERVICES

.JTHORIZATION TO GIVE MEDICATION AT SCHOOL

1f medication can be given at home ot after school hours, please do so. However, if medication must be given

during school hours, this form must be completed.

Students Name:

Grade:

Teacher:

I request thac the . School, through the principal or designee, supervise/assist in
the administering of medication to my child, according to instructions the statements below. I understand that:

« Medicadons must be in theoriginal labeled contatner {no b:ggms foil, etc ). Pharmadsts can provide 2
duplicate labeled container with only the school doses.

+ Parent/guardian must provide specific instructions, as well as the medicaton

and related cquipment to the principﬂ or clinic Pcrér::nnd‘.
+ [t will be the responsibility of the parent/guardian to inform the school of 2ny changes. New medicadon or

new doses will not be given unless 2 new form s cc-mplctcd and 2 ncwl}f labeled containeris prm'idcd.
- Al medicauon will be taken ciir::cd)' to the office/clinic b;.f the parent.

. Unuszd medication will be d_ispnscd of unless pid{cd up within onc week 2fter medication ts discontinued.

llllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll
------

Name of Medication; | %Umbhr v

Dose Route (by mouth, topical, etc)

Time(s) to be given Stop Medication on:

Condition/Hlness Requiring Medication:

Possible Side Effects, if any:
Physicians Name: | Physician's Phone:
[ hereby authorize the personnel, employees and officials of the _ __ School District to

assist my child in taking prescribed medication according to districe policy. I understand that, in the event of a
change in medicine, I am cesponsible for presenting 2 new requést form,

Parent/ Legal Guardian signature Date

.ome Phone: __ Work Phone: Pager/Cell Phone:




