GULL LAKE HISH 3CHOOL
Medication Prascriber/Parent Authorization Form for maﬁ.ga_mmﬂuﬂnc&mn_ﬂﬂo@mmmE.E—

Self-administration meens {het the ptudent can adminiser the medication in a manzer dirested by the phyaician without additional direction ar suparvision by
school wefl. Bell-possession means thai under 1he dirsation of the physiclan, the smrdent may carmy midication on his/her person w ellow for immedine and self-
determined adminisetion. For medication other then inhalers, andy thit day’s supply of madication 1310 be carried. The school digtrict recommends thay spare
metication, properly [ebeled in ite original contziner, be kept in Lhe clinic/offics in case the student runs oolforgets the medieation. “The building administraior
mzy discontioue the sudent's sel(-administration privilege upan advanced notice 10 the prrentguerdian. The siudeat rust carry 2 copy of this form at schocl.

Student Matne: Birthdnre: School Year: - 1D 1 e Start date ) Stop date:
i ribar:
Medicatich Name Dosa  |Timslobe given | Form/Route® Side Efiecls “Adversa Reactlons
- n
z

*Roukes ~ ard (pill'eapsule’chewable, liguid) ~ inhal ed Cinhaler, nabulioer) - opical sin applicstion ~ Wopire! (gys drap, cinbment) ~{opical sar drop ~ myeation — other (lict)
List minima! Frequency between doscs {especially if p.r.a.):

if p.r, lisk symptoms/conditions under which madication is to be given:
The student is capable of [ self-acministering [ self-possessing the abave medication(s)

Physician’s signature Date o Physician's Printed name _

Physician’s Phone #: Fiox 4: Address:

To be completed by parent/gagrdian; :

1 request and give permission for my child {named zbove] to: [ ] self-administer [] self-possess the above medication(s) according
to school district policy and for the physician(’s)/staff and school district staff to share information regarding my child's medicahon
neads. .

Parent/guardian signature Dute (OVER)



Student Neme:

To be completed by stadent:

I agree to;

1. Never share my medication with angther jErson

2. Cairy the medication in its original properly labaled prescriplive/over-the-counter containar

3. Teke medication oniy at the prescribed timerfrequency end dose
4. Carcy a copy of this form with me and present it to tchool staffif asked

Signatire

Date




