NOTE:
There are 2 pages to this form! Both MUST be completed to allow us to administer medication to a student.

NT/GUAR D ON CONSEN o
(Please type or print)

Name of School: \5:7: —ACVT/’/M/G. é?/ﬂé/’a,é/e_ ._g:f/w ol
Address of School: 2/0& N ST Sf

S/‘ctf’;(y‘q/id L/
Tela. # of School: FHo -5 32-FL7ST

Full Name Of Child To Be Maedicated:

Name 0f Drug And Dosage:
# Of Days:

Hour(s) Medication To Be Given:

Name Of Physician Prescribing Medication:

Physician’s Phone Number:

I hereby give permission to the Health Room/0Office Perscnnel
to give the medication(s) to my child according to the
directions stated above and further authorize them to contact
the child’s physician. I agree to hold the above—-named
school, its employees, and agents who are acting within the
scope of their duties, harmless in any and all claims arising
from the administration of this medication at school.

ing, at the termination

I agree to notify the school, in writ
in the above order is

of this request or when any change
necassary.

Signature of Parent/Legal Guardian Data

Address

Hcome Phone # Work Phone #

Please return this form completed along with the medication(s) Eo
the school offics.


Karen Grupe
mpt106.bmp (2550x3300x24b bmp)

Karen Grupe

Karen Grupe

Karen Grupe

Karen Grupe

Karen Grupe

Karen Grupe
NOTE:
There are 2 pages to this form!  Both MUST be completed to allow us to administer medication to a student.


TO BE FILLED OUT ‘BY PHYSICIAN

Dear

Individual(s) Administering Medication
Please administer the following medication(s) to:

Name of Student Address:

Student Telephone No. School: Grade:

Diagnosis

Physician Medication Orders:

) Direct contact shall be made
DAILY MEDICATIONS . with me should the student

' ' receiving the medication develop
any of the following conditions
or reactions to the medication

Medicine | Routa| Dose |Frequency |Duration |(if none, so state).
From:
Tod
From:
To:
From: |
To: '

PRN MEDICATIONS (as is needed) Direct contact shall
be made with me
should the student
receiving any medi-
cation develop any

f Condition of the following
! under which | conditions or
. medication reactions to the
' should be | medication (if ncne
Medicine (Route| Dose [Frequency i Duration given | s0 state).
| | | From:
| | | To: .
1 i From: | i
| I To: 1 f
g ! | From:
% i . To:

I agree to retain the power to direct, supervise, decide, inspect, and
oversee the administration of such medication{z). Direct contact shall be
made with me art any time should you have any questions. '

Hospital/Clinic/Office: Phone:

Address:

Physician's Signaturs: Date:



Karen Grupe

Karen Grupe

Karen Grupe

Karen Grupe

Karen Grupe




