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Medication Authorization
This form is only valid for one school year.
Students are not allowed to carry medication on them or have it in their locker.
Student Name:                                                                          D      DOB:                                                  D        
I am the legal parent/guardian of the above-named student, and I am requesting permission for my student to take scheduled medication during the school day. I hereby give my consent and authorize the school nurse or other designated school employee to dispense the following:
	Medication
	Dose
	Route
	Time

	

	
	
	


Medical Diagnosis: I                                                               I
	Date
	Physician’s Signature
	Phone Number

	
	

	



Parent/Guardian Responsibilities:
1. Provide safe delivery of the medication to school nurse.
2. Notify the school nurse immediately if there is any change in the use of the medication or the prescribed treatment.
3. Pick medications up on or before the last day of school or the medication will be destroyed.
By signing, I release and agree to hold Career Academy Network of Public Schools, it’s officials and it’s employees harmless from any and all liability for damages or injury resulting directly or indirectly from this authorization.
	Date
	Parent/Guardian Signature
	Phone Number

	
	
	



Thank you,
Elizabeth Lewis RN, District Nurse
Office: (574)299-9800 extension # 4123      Fax: (574)288-6125
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