SWAMPSCOTT PUBLIC SCHOOLS

SWAMPSCOTT, MASSACHUSETTS          

School_________Grade_______

MEDICATION ADMINISTRATION ORDER 

PARENT/GUARDIAN CONSENT FORM 
Part I: MEDICATION ORDER
[TO BE COMPLETED BY LICENSED PRESCRIBER]
Student name:______________________________Date of Birth:_________________

Address:________________________________________________________________

          

(street)                         (city/town)

Name of Licensed Prescriber_______________________________________________

Business Telephone#___________Emergency Telephone #______________________
* MEDICATION: _______________________________________________________________

* Route of                                      Frequency/                        Administration_______________Dosage___________Time__________________________

(Please note: Whenever possible, medication should be scheduled at times other than school hours).
* Specific directions or information for administration:______________________

                 (including side effects)           
* Date of order____Discontinuation date_____Date of next scheduled visit________                                                                    
* Diagnosis*______________________________________________________

   *if not in violation of confidentiality

* Known allergies and other medical conditions*:___________________________________              _____________________________________________________________________________

* Other medications being taken by the student:_____________________ 
   _________________________________________________________________________

* Consent for self-administration (if deemed appropriate by school nurse).        Yes____No_____

                            ________________________________/______________                                 

Signature of Licensed Prescriber    Date

     *****************************************************************

Part II - PARENT / GUARDIAN CONSENT
Name of Parent/Guardian:______________________Emergency Contact_______________

                             (please print)

Address (if different from student)___________________/_______________________

Telephone:(Home#)_______________________(Work#)______________________________

      (Emergency#1)___________________(Emergency#2)__________________________

1. I give permission for my son/daughter to self administer this      medication if deemed safe and appropriate by school nurse.     Yes__No__

2. I give permission to the school nurse to share information relative to the above medication ( side effects, etc) with appropriate school personnel. Yes__No___Any Release restrictions_______________________________________

3. I give permission to have the school nurse or her designee         administer the above medication.

4. Other medications being taken by the student:________________________________________

__________________________________________________________________________________

              _______________________________________Date________

                      Signature of parent/guardian
