Lyl b lanall (e b e ol GaanSY) sl Jlaxiaal i o sall apaiiy calls
REQUEST FOR ADMINSTRATION OF MEDICATION OR USE OF SUCTION, OXYGEN OR OTHER EQUIPMENT IN SCHOOL

W el e Aaadldl Lo g3y ela I il J)/Please see message to physician and parent on back of form)
Physician, Please note: Fill in all of the spaces. Missing information will cause the form to be returned to you. This will
cause a delay in your patient receiving medication/treatment. A separate request is needed for each medication.

llall/ =y sl aul/Name of patient/student G2l 3ell/ol sl Address/Zip w3 s - Room/book#

3l &5 /DOB Lzl 4 0l /SChOOI/ORG.# | (~t8Y) iSJll/Regional Office | &, 4»/PID

u=xddl/Diagnosis:

Al 8 ) sall ai w/Reason medication must be given in school:

Aallaall/clanall/e ) sl aul/Name of medication /equipment/treatment: | 4= _al/Dose

L83 2eLs/Time(s) to be given in school: 4elu 24 i e all g sansfTotal dosage per 24 hrs.

4ol & ,6/Date begin: LY & l/Date end:

Lellaniual/Lganas oLy cilaile/ Instruction for administration/utilization:

Juaiu¥) 3l so/Contraindications:

4wilall JBYV/Side effects:

alae Cang Ble/Auilal) HUEY) dalles/Treatment of side effects/action to be taken:

2 )
2 !
Clarall 5 YY) Al ol canl) Liall ol sall a5 LAl G jlaall (3 Galaladl (g il
13 o 4nd g jeday @Al ikl dpaall Ao i) adia (8 (e 4dde (o saiall il e
zasall

Asulie 48y 51aS A jaall dia jee 45a0n LS dndiy z3lall/e ) all Jlak 22y

Lgale 2,015 515 ikl Fpmall e ) adie pa sl il e Gyl A yae i sl
sl AN /g Clae /o) sl 138 iy Aalall avsy

To the Principal

I authorize selected school personnel to administer the indicated
medication, or to use the equipment or machinery as prescribed by my
child’s healthcare provider, whose signature appears on this form.

My child may self-administer medication/equipment as determined
appropriate by the school nurse.

I authorize the school nurse to communicate with my child’s healthcare
provider, and my health care provider to reply, as needed regarding this
medication/equipment and/or my child’s response.

Al w55 Cailgll
Parent signature

Telephone

sl g s (5 skl il

Date signed Emergency number

S e bl e sl da/ls any restriction on activity necessary? __exfYes R
Yl Q8 1) caa bl el lI/IT yes, describe:
AT 2ol il 33k Ja/Is student taking any other medication? __#i/Yes ~ Y/No

» W/If yes, name of medications

fallall cuy A Aglie Claes 25 53 Jals similar equipment kept by the child’s family at home?
___~/Yes __ Y/No

433 a5 (akall) &de ) a3ie aud c2S)/Print name of health care provider/credentials sila/Telephone

ol s=l\/Address s\ shll cala/Emergency number

dle ,ll a3 &8 g¥/Signature of health care provider &85l & 6/Date signed

A o yinall ol gall s e 5 play) il g Alall A adl & Al el a2 s/ In
accordance with current school district procedure, the administration
of this medication was approved on:

&W)/Date
(Aaall i Ll ey ¢l JlI/Retain in school)

4yl A yae @ 55 (Signature of School Nurse)

42l L yae cila (Telephone of School Nurse)
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(bl SV AL )
To the physician
Your patient has requested that medication or equipment be utilized in school. Ideally, the administration of medication or utilization of equipment should take place at home.
However, for students who require medication/treatment during the school day in order to function in the classroom, School District Policy does permit selected school staff to

administer medication. In some cases, students may self-administer their medication.

School District Policy also permits the use of equipment/machinery in those instances where similar equipment is kept by the child’s family at home, and such
equipment/machinery is necessary in order to enable the student to function in the classroom. Instruction for use and precautions should be spelled out in detail.

(If your patient’s medication or treatment schedule cannot be altered so that all are received at home, please complete the request on the reverse side-a separate request
is required for each medication or treatment).

When the medication/treatment prescribed exceeds or differs from that approved by the FDA or recommended by the manufacturer, you and the child’s parent will be required to
submit written detailed information to the School Nurse. This must include a list of side effects and confirmation that all side-effects have been explained to and are understood by
the parent. Any particularly dangerous conditions being experienced by the child should be spelled out in detail, with the procedure to follow should a reaction occur.

Please fill in all of the spaces. Missing information will cause the form to be returned to you. This will cause a delay in your patient receiving medication/treatment.

Thank you.

School Health Services
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