C@[MB @{lé

CHARTER FCHODOOL

Authorization To Administer Medication
School Year

Lega! Reference; Education Code Seclion 48423 °._any pundl who (& required o take, during the regular school day, medication
prescriped for himMer by a physician, may be Sssisted by the school nurse or other designated school person, | the school district
regeived:

1) A written statement from such ‘a physician delailing the name of the medicalion. the method. amount, and fime
schedules by which such medication s i be taken, amd

2} A written statement from the parent or guardian of the pugil indicating the desine that the school districi assist the pupil
in the mafter s&t for in the physician’s sitamznt”

No cther medicstion is |o be adminisierad by school personnel.
This includes all medication available withoul & prescripion.

Student Name: « . | Date of Birth; Teacher:
Parent/Guardian; Phone Parant/Guardian: Work Phone Parent/Guardian:
Health Care Provider: Phone of Health Care Provider: Fax of Heaith Cara Provider:

Medication is to be sent In tl*r; original container lsbeled with the name of the student, name of
prescribing physician, name of medication and instructions. This form must be completed and
included. It is the parent's responsibility to update this form as needed.

Medication(s) Method of Dose | Time of Day
Administration Congentrafion

Additional Information and/or Precautions regarding medications or student’s condition:

HEALTH CARE PROVIDER: | am & physician actively licensed by the state of Callfomia. Attached is a prescription for
the medication/treatmant specified above. | } Inftia! hare If student has teen property irained and s abls to self-
Mnﬂni_:ur.

Physician Signature Date

| am the parent/guardisn of the above student and | have lawiu! custody of sald child. | hereby give consent fo designated
school personnel to administer or assist in administaring medication(s} andlor fresiment as speoified by hisiher health care
provider. Furihermore, | hereby give consent to the School to recelve from, or send to, the health cars provider any
information concerning my child's medical condition,

ParentiGuardian Signature Date

Completa this secton for medications which student may geif-administer

AUTHORIZATION FOR SELF-ADMINISTRATION:
Studsnt: | cariify thal | have read and understand the instructions regarding the set-adminisiration of my medication(s), |
sgres 1o lake thesa shove describad medication(s) in compliance with my health case provider's recommandations.

Student Signature Date
Parent/Guardian: My child has been InSlructed in tha propar dosage and administration of the above medication and has
demonstraled the ability to seif-administer. Wedl (Parent!Guandian) request thal shefhe be permitted o self-administer it as
directed by our healthcars pravider's compliance wilh Distric! policy and procedufes.

ParentiGuardian Signature Date

PLEASE RETURN THIS FORM TO THE HEALTH OFFICE AT CHILD'S SCHOOL
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