PORTLAND HIGH SCHOOL

AUTHORIZATION FOR THE ADMINISTRATION OF MEDICINES BY SCHOOL PERSONNEL


The Connecticut State Law and Regulations require a physician’s or dentist’s written order and parent or guardian’s authorization for a nurse to administer medications, or in the nurse’s absence, the principal or teacher to administer medications.  Medications must be in pharmacy-prepared containers and labeled with name of child, name of drug, strength, dosage, frequency, physician’s or dentist’s name and date of original prescription.  (over-the-counter meds MUST be in original package.)

PHYSICIAN OR DENTIST’S ORDER

Name of child: _______________________________________ Date of Birth: ________________

Conditions for which drugs are being administered during the school trip:


Drug name, dose, route, and time: 1. ________________________________________________

2. ______________________________________, 3. ___________________________________

4. ______________________________________, 5. ___________________________________

Medication shall be administered from ________________________ to _____________________
						(date)					(date)

Relevant side effects to be observed and plan for management: ___________________________


Physician’s/Dentist’s Name: _______________________ Tel. No. _________________________

Address: ______________________________________________________________________

Physician’s or Dentist’s Signature: _________________________________ Date: ____________

AUTHORIZATION BY PARENT/GUARDIAN for the use of the above medications by school personnel:

To School Personnel:

I hereby request that the above medications, ordered by the physician/dentist for my child _____________
Be administered by school personnel.  I understand that I must supply the school with no more medication that what is needed for the duration of the school trip.  I understand that this medication will be destroyed if it is not picked up within one week following the trip.

Name: ____________________________________ Telephone: __________________________

[bookmark: _GoBack]Signature: __________________________________ Relationship to child: _________________


Please return this form along with the medications to the School Nurse by Monday, April 6, 2020.
