FIFE SCHOOL DISTRICT NO. 417

PHYSICIAN’S AUTHORIZATION FOR MEDICATION AT SCHOOL
       Student Name__________________________________________Birthdate______________
       School                                                                                         Grade_________________
Medication ordered is to be given to a student at school only when absolutely necessary.  The parent and physician are urged to design a schedule for giving medication outside of school hours. If this is not possible, the parent must understand that the principal or his/her designee will dispense the medication if the school nurse is not present.  The principal will designate the person responsible to dispense medication on an individual basis. The school accepts no responsibility for untoward reaction when the medication is dispensed in accordance with the physician’s directions.
       THIS PORTION TO BE COMPLETED BY THE PHYSICIAN/DENTIST

Diagnosis (or reason for medication) _________________________________________

Name of Medication       Dosage/Mode          Time to Be Given          Side Effects
________________        ______________        _______________        _______________

________________        ______________        _______________        _______________

If given prn, specify the length of time between doses_____________________________
Duration without a subsequent order: ____days  _____months _____school year  

Emergency procedure in case of serious side effects______________________________


   Physician’s Signature:                                                            Date:__________________

Physician Print or Stamp Name: ___________________________________________
Physician Phone Number: _____________________Fax Number: ________________
Physician’s Address: _____________________________________________________

Only For Self Administration of Asthma and Anaphylaxis Medication:


Inhaler to be carried by student:                          ________Yes     _______No    Also complete top portion of
EpiPen/Antihistamine to be carried by student:   ________Yes     _______No      form with medication info.     
Parents: The district shall incur no liability as a result of any injury arising from the self administration of medication by the student and that the parents or guardians shall indemnify and hold harmless the district and its employees or agents against any claims arising out of the self administration of medication by the student.  

Parent/Guardian Signature: _________________________________ Date:__________________

Physician’s Signature: ______________________________________Date:__________________

Physician Print or Stamp Name:


Parent/Guardian Permission

The medication is to be furnished by me in original container, labeled by the pharmacy with the name of the medicine, amount to be taken, and the time of day to be taken.  The physician’s name is on the label.  I understand that my signature indicates my understanding that reasonable care will be exercised in administration of the medication.  The school accepts no responsibility for adverse reactions when the medication is dispensed in accordance with the physician’s directions.  If medication remains after the course of treatment, I will collect the medication from the school or understand that it will be destroyed. I give my permission for exchange of information between the school district staff and the health care provider.
   Parent/Guardian Signature:____________________________________  Date_________________
This authorization is good for the current school year (Sept-June)only

