Belle Plaine Schools 



Name: ____________________________
Medication/Treatment Authorization Form          DOB: _________________ Grade: _____
Parents of pupils requesting that any medication(s)/treatment(s)/procedure(s) be administered during school hours by school staff are required to provide for the school:

1) Physician’s orders,

2) Parental consent
3) Medication supplied in the original container, or supplies needed for treatment/procedure.

               Ask for prescription medication to be divided in two bottles completely labeled – one for home and one for school.

PHYSICIAN/LICENSED PRESCRIBER – PLEASE COMPLETE

Medication required during school hours:

	Medical Condition & ICD10 code for billing
	Medication
	Strength/Dose
	Time
	Route
	Possible Side Effects

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


___ Student may carry/self administer his/her _____________________(not applicable for controlled substances)

Treatments/Procedures required during school hours:

	Medical Condition
	Treatment / Procedure
	Time(s) / Frequency
	Special Instructions

	
	
	
	

	
	
	
	


___ Student may independently perform the above treatment/procedure

______________________________     _______________________________     ________________

Print Name of Physician/Licensed Prescriber
      Physician’s/Licensed Prescriber’s Signature
 Date

_________________________________________________________              __________________________________

Clinic Name and Address




                Telephone Number

____________________________________________________________________________________

PARENT – PLEASE COMPLETE

___ Please fax this form to my students school nurse.  Fax Number: _____________________________

___I will provide this form to the school nurse at ____________________________________________

1. I request that the medication(s) and/or treatments(s)/procedure(s) specified on this form be given during school hours as ordered by this student’s physician/licensed prescriber.

2. I release school personnel from liability in the event adverse reactions result from the medication(s) and/or treatments(s)/procedure(s).

3. I will provide the school with physician/licensed prescriber authorization for any change in medication(s) and/or treatment(s)/procedure(s).

4. I give permission for the school nurse to communicate with the student’s teachers about my student’s health condition(s) and the action of the medication(s) and/or treatments(s)/procedure(s).

5. I give permission for the school nurse to consult (both verbally and in writing) with the above named student’s physician/licensed prescriber regarding any questions that arise with regard to the medical condition and/or medication(s)/treatment(s)/procedure(s) being used to treat the condition.

6. I give permission for the medications(s)/treatment(s)/procedure(s) to be given by designated personnel as delegated by the school nurse.

7. I understand that school health personnel cannot administer the medication(s)/treatment(s)/procedures(s) indicated on this form without authorization from my student’s physician/licensed prescriber.

Additional Information:

_____________
________________________________________________________________

Date


Parent/Legal Guardian Signature


Relationship to Student
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