IMPERIAL UNIFIED SCHOOL DISTRICT

Authorization for Medication to be taken during school hours

SCHOOL YEAR 20___ to 20___


To be completed by Parent:

Student Name:_________________________________   Grade:_____   School: ______________________    DOB: ________


I request that school district personnel, who may be an unlicensed person, not necessarily a school nurse, assist my child in taking the medication(s) according to the instructions provided below by the physician.

I assume full responsibility for the administration of this medication and further agree to indemnity the school district and/or its employees for any damages assessed against them, at any time, for the administration of this medication to my child.


__________________________		       ________________________			_________________
    Signature Parent/Guardian			        Telephone					            Date

__________________________________________________________________________________________________

To be completed by a Licensed Physician:

A. Routine Medication(s)

NAME			   	        DOSAGE				              TIME
1.________________________________________________________________________________________________

2.________________________________________________________________________________________________

3.________________________________________________________________________________________________


B. Medication(s) before PE/Exertion

		NAME				        DOSAGE					TIME
1.________________________________________________________________________________________________

2.________________________________________________________________________________________________

C. Special Instructions / Possible Adverse Side Effects
__________________________________________________________________________________________________

__________________________________________________________________________________________________
                   
D.  Student may store inhaler in classroom and administer it under school supervision



__________________________________	____________________________________	   _______________________________	_______________________
     Physician's Signature		   Physician’s Name (Print)	              Telephone	    	            Date
AUTHORIZATION FOR SELF-ADMINISTRATION OF PRESCRIBED MEDICATION
(Epi-Pen)

Students may not carry medications on their persons unless requested in writing by the physician and parent.


______________________      _______________                  ______________________                          ______________
          Student’s Name	                 Birth Date		                         School		                             Grade	

Dear Doctor:	
The parents of the above named student have advised us of your request to have their son/daughter carry an epi-pen on his/her person to use for the relief of anaphylaxis.

State law and school board policy requires all medication administered during the school day to be stored in the health office and administered only when physician’s and parent’s forms are on file. If in your opinion, this student’s medical condition requires immediate injection of prescribed medication and student’s well-being is in jeopardy unless the epi-pen is carried on his/her person, please sign the statement below.

Thank you,
Imperial Unified School District
____________________________________________________________________________________________________________

TO BE COMPLETED BY A CALIFORNIA LICENSED PHYSICIAN:

____________________________ is under my care for severe allergy to _______________________ .
Student’s Name

His/her condition warrants immediate injection of _________________________ and it is required that this medication be
						                Medication
carried on his/her person. This student has demonstrated knowledge of correct dosage and usage. Medications to be used by the above student as follows:

_________________________	              _________________________		 ___________________________
                  Dosage			             Time/Frequency			     Start/Stop Dates

_________________________		_________________________		____________________________
      Physician’s Signature			      Date			      Address/Telephone Number

____________________________________________________________________________________________________________

TO BE COMPLETED BY PARENT:

We the parents of _________________________ desire the __________________________ comply with the orders of the 
		          Student’s Name				           School
comply with the orders of the above physician. WE ASSUME ALL RESPONSIBILITY AND LIABILITY FOR the above medication when it is brought on campus by our son/daughter.

_________________________	                  __________________________	               ____________________
    Parent/Guardian Signature                                 Telephone Number                                                   Date

                                            THIS REQUEST IS CURRENT FOR ONE SCHOOL YEAR
AUTHORIZATION FOR SELF-ADMINISTRATION OF PRESCRIBED MEDICATION
(Asthma Inhaler)

Students may not carry medications on their persons unless requested in writing by the physician and parent.


______________________      _______________           ___________________________               ______________
          Student’s Name	                 Birth Date		                         School		                             Grade	

Dear Doctor:	
The parents of the above named student have advised us of your request to have their son/daughter carry an inhaler on his/her person to use for the relief of asthma symptoms.

State law and school board policy requires all medication administered during the school day to be stored in the health office and administered only when physician and parent’s form on file. If in your opinion, this student’s medical condition requires immediate inhalation of prescribed medication and student’s well-being is in jeopardy unless the inhaler is carried on his/her person the statement below is to be signed by you

Thank you,
Imperial Unified School District
____________________________________________________________________________________________________________
TO BE COMPLETED BY A CALIFORNIA LICENSED PHYSICIAN:


   ____________________________ is under my care for asthma.
                Student’s Name

His/her condition warrants immediate inhalation of _________________________ and it is required that this medication be
						                Medication
carried on his/her person. This student has demonstrated knowledge of correct dosage and usage. Medications to be used by the above student as follows:

_________________________	              _________________________		 ___________________________
                  Dosage			             Time/Frequency			     Start/Stop Dates

_________________________		_________________________		____________________________
      Physician’s Signature			      Date			      Address/Telephone Number

____________________________________________________________________________________________________________

TO BE COMPLETED BY PARENT:


We the parents of _________________________ desire the __________________________ comply with the orders of the 
		          Student’s Name				           School
comply with the orders of the above physician. WE ASSUME ALL RESPONSIBILITY AND LIABILITY FOR the above medication when it is brought on campus by our son/daughter.

_________________________	                  __________________________	               ____________________
    Parent/Guardian Signature                                 Telephone Number                                                   Date

                                           THIS REQUEST IS CURRENT FOR ONE SCHOOL YEAR
