Newark Valley Central Schools


Home of the Cardinals

SCHOOL MEDICATION ADMINISTRATION AUTHORIZATION FORM

Student Name: ___________________________________________   DOB: ___________________________             
      School: _________________________________________________   School year: ______________________  
This form must be completed in order for schools to administer the required medication. A new medication form must be completed at the beginning of each school year, for each medication, and each time there is a change in dosage or time of administration of a medication.

                          
TO BE COMPLETED BY HEALTH CARE PROVIDER      
Diagnosis _____________________________________________________________________________
Medication (One per form)_______________________________________________________________​​​​​​
Dose ________________________      Route ____________________     Time/frequency_____________

If PRN, give for what symptoms:___________________________________________________________

Recommendations/Notes:________________________________________________________________
PLEASE CHECK ALL THAT APPLY:

· NEEDS TO BE AVAILABLE ON BUS





· NEEDS TO BE AVAILABLE ON FIELD TRIPS

· NEEDS TO BE AVAILABLE AT EXTRA-CURRICULAR ACTIVITIES
· APPROVED FOR SELF-ADMINISTRATION/SELF-CARRY
· I have determined this student is consistent and responsible in taking their own medications (self-directed) and in addition, give them permission to self-carry and self-administer this medication. They will be considered independent in medication delivery and need intervention only during emergencies.
____________________________________________     ____________    Provider Stamp
         Name/Title of Prescriber   (Please Print)
                 Date
_______________________________________    _________________  
              Prescriber’s Signature                                                Phone                                                 
__________________________________________________________
                                                               Email


REVIEWED BY: (SCHOOL NURSE SIGNATURE) _______________________________________ DATE ___________
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V








					TO BE COMPLETED BY PARENT


CHECK ONE:


I give permission for the listed medication to be administered to my child as ordered by my health care provider. I will furnish the medication in the original pharmacy container, labeled with name, directions, and dosage, or over-the-counter medication in original container/packaging with my child’s name on it. 


I understand that my child has been approved to self-administer and self-carry medication by my health care provider. Students with this designation are considered independent in taking their medication at school and require no supervision by the nurse. Parents assume responsibility for ensuring that their child is carrying and taking their medication as ordered. Schools may revoke the self-carry/self-administer privilege if the student proves to be irresponsible or incapable. 





______________________________________________________________               ________


 Parent/Guardian Signature                                                                                                                                             Date��������________________________________                                         ______________________________  


Email                                                                                                               Phone 


















