BERKSHIRE LOCAL SCHOOLS

Request for Authorization for Student Self-Medication with Emergency Medications at School

Student Name: _________________________________________________

Student Address: _______________________________________________

Grade: _________________ School Year: 20____- 20____

To be Filled Out by Prescribing Physician:

Nature of Illness: ______________________________________________
Medication: __________________________________________________

Dose: _______________________________________________________

Time: ________________________________________________________

Possible Side Effects: _____________________________________________

Call Parent if: ____________________________________________________

Adverse Reaction for Unauthorized User and Treatment: __________________

________________________________________________________________

Other Instructions: _________________________________________________

Physician Name: _________________________________________________

Address:________________________________________  Phone: _________

Signature: ________________________________________ Date: __________

To be Filled Out by Custodial Parent/ Guardian:

I request that my child be permitted to carry and self- administer his/ her own emergency medication. I will notify the school of any changes in the nature of my child’s illness and treatment, of medication changes or if my child is no longer under the care of the prescribing physician. I understand that my child is responsible for the location of this medication. School personnel may assist my child with administering the medication if necessary. I understand that this medication may be kept in the office on request.

Parent Signature: _________________________________Date: ___________

Daytime Phone: __________________________________________________

Contract to be Signed by Student:

· I agree never to allow another student to use my medication. I will keep it in a private place: ___________________________________________________.

· I agree to use my medication only as directed by my physician.

· I agree to seek an adult’s help in a potential emergency situation.

· I realize any violation of this contract can result in revocation of this privilege.

Student Signature: _________________________________ Date: ___________
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