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River Vale School District
MEDICATION AUTHORIZATION FORM

      ADMINISTRATION OF OVER-THE-COUNTER MEDICATIONS

                  and/or PRESCRIPTION MEDICATIONS

Dear Parent/Guardian:

In order for a student to be administered any medication while in school, documentation must be provided to the School Nurse.  All medications must be supplied by the parent and must be labeled with the student’s name and pharmaceutical label with dosage and administration directions stipulated. All medications will be stored and administered in the Health Office unless documented for student self-administration by the physician.  Further, any change of medication orders requires new documentation.
NOTE: Parents should be aware that a student possessing unauthorized medication (or any drug) is in violation of school policy regardless of the fact that the medication(s) may be for personal use only.
AUTHORIZATION IS HEREBY GRANTED FOR THE School Nurse to administer over-the-counter / prescription (circle one) medication, as directed: 

Student Name:___________________________________ Date of Birth:__________________

Address:___________________________________Telephone:__________________________
Diagnosis:_____________________________________________________________________

Medication / dose / route _________________________________________________________

Time of Administration:    ________________________________________________________

For the reason(s) listed:__________________________________________________________

Unless otherwise indicated below, all medications will be stored in the Health Office and administered by the school nurse.

This medication may be (check all that applies):

· Administered by the student in the presence of the school nurse:

(  ) Inhalers     (  ) Insulin

· Administered by the student independently – The student has demonstrated proficiency in self‐administration of this medication: 

 (  ) Inhalers    (  ) Insulin

· Kept in the possession of the student: (  ) Inhalers  (  ) Insulin via pump

Physician’s Name (Print)_______________________   Signature:________________________

Address:________________________________Telephone:________________Date:_________
To my knowledge, my child is not allergic to this medication. I hereby release and hold harmless the River Vale School District Board of Education and its agents and employees from all liability for injuries or other damages which may result from the above references administration of medications. A student’s irresponsible behavior relating to medication may result in his/her forfeiture of the right to self‐medicate during school hours.

Parent Signature:_________________________________________Date:__________________
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