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Annual Medication Authoerization Form /
{Buring Schaool Hours)

(Current Schoaol Year)

California State Education Code 49423, section 11753.1, states:

“Any pupil who is required 1o take, during the regular schoal day, medication prescribed for
him oy a physician, may be assisted by the schoof nurse or designated trained personnst i
the schoal district recelves (1) a written statemment from such physictan detailing the method,
amount, and time schedule by which such medication is to be taken and (2) a written
staterment from the parent or guardian of the pupil indicating the desire that the school

PICTURE
HERE

Consent to take your child's
picture for the safety of

district assist the pupil in the malters sat forth in the physicians statement. ) £ yof
dispensing the meoication,
Yes No

) Parent initials

*“If there 2re any speciat directions that are warranted for the student, please indicate so on
"stucdent shouid self-carry or seif-administer asthima medication”. {

the section below,; Le.,

Name of Student Date of Birth

Grade Teacher

!

Expiration Date

i {

Amount Cf Medication Recsived

School Attending

{Only one medication per form)

Name of Medication
Parent

} Initials

Time To Be Given

Dosage {Method) [Any change or modification, and/or change of doctor, at a fater date — MUST resubmit a new form}

Reason For Medication (Symptems)

Possible Side Effect

Special Directions (Statement by physician; L.e., Student is capable and may self-administer inhaler.)

PARENT READ AND SIGN -1 give congent for the school nurse to communicate with the authorized health care provider and the
oharmacist with regard fo the prowderc wriien statement for administration of medication at school, | agree to supply the necessary
may terminaie consent for administration at any time. | release the District and school personnel from

medication, suppfies, and equipment, |
civil liability i the student suffers an adverse reaction as a result of self-adminisiration. ____Yes No ( y Parent inifials
FOR SCHOOL USE
Physician' Signature Date
Oat sived/ < 51 tL -
ate Recsived/ Heaith Clerk Signaturs Fddrens T

Cate Referred/ Faxed to Nurss -
Parent Signature (Consent for administration of medication by &

district employee / Seif-administralion per physician's order)

Date Nurse Reviewad Crder / Nurse Signature

Parent Phone #s home work cell

Nale Assessmeant for Salf-Carry / Nurse Signature

I authorize the exchange of medical infermation with stafl.
Yes ho

Date Teacher Informed

farent initials Date

Afler the S-day pericd, all medications will

z locked medication cabinet for 5 days after school is ouit,
dicafions

our child's medication will be keptint
artment in Yarmo and kept locked for mu"anon of 30 Gays from the iast day of school. If me

z delivered o the Healt h Senvices De
!retrievad, they will be disposed of in accordance with the faw,

o

rs

o
i10B Revised: FILE: Heaith Manusi/Msdication Form
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