Grainger County Schools

P. O. Box 38, Rutledge, TN  37861  Phone 865-828-3611 / Fax 865-828-4357

REQUEST FOR MEDICAL PROCEDURE / MEDICATION ADMINISTRATION
TO BE COMPLETED WHEN MEDICATION IS DELIVERED 

BY PARENT/GUARDIAN TO THE SCHOOL

To Be Completed by Parent / Guardian
I understand I am requesting a Medical Procedure/Medication Administration be performed for my child.  I understand a qualified individual will perform such procedure and/or administer such medication.  I understand that all medications provided to the school for use must be labeled by the pharmacist and in the original container.  Changes during the year require a signed authorization from the health care provider.  I understand that to properly perform this health care procedure, the school nurse program may require clarification from the health care provider to assist them in the treatment activities that I have requested.  I understand that the health care provider may disclose protected health information in consultation with the school nurse.  I understand that the Grainger County School System and its personnel shall not be liable for any injury resulting from the reasonable and prudent assistance in the administration of emergency anti-seizure medication.

Parent / Guardian Name: (Please print)_____________________________________________________________

Parent/Guardian Signature:_____________________________________________________Date:_____________

Pursuant to TCA, 49-5-415, if anti-seizure medication is administered, 911 will be called.

911 will be called if nurse or volunteer is unavailable or unable to administer the 

emergency anti-seizure medication.
______________________________(Parent/Guardian) delivered medication:________________________(Name of Medication) to ___________________________(School).  The dosage is locked in by the dispensing pharmacy.  A prescription label is affixed with a valid expiration date of___________________.  The green ready seal is visible and correct dosage is locked into place.

School Nurse Name: (Please print)________________________________________________________________

School Nurse Signature:________________________________________________________Date:____________

