ST. JOHN-HUDSON UNIFIED SCHOOL DISTRICT 350

505 N BROADWAY

ST. JOHN, KS  67576

620-549-3518 EXT 1020

620-549-3678
Request for Medication to be Administered during School Hours
______________________________________________________________________________

NAME OF STUDENT:__________________________________DOB:______________________

MEDICATION:_____________________________________DOSAGE____________________

Reason for RX:_______________________________________________________________

Time of day medication is to be given:___________________________________________

Anticipated number of days to be administered at school___________________________

Date:____________________ Signature of Physician:  _____________________________

I hereby request and give permission for the above named student to take the above prescription at school as ordered.  I understand that it is my responsibility to furnish this medication.  I further understand that any school employee who administers any drug to my student in accordance with written instructions from the physician or dentist shall not be liable for damages as a result of an adverse drug reaction suffered by the student because of administering such drug.
I hereby authorize USD 350 school nurse to exchange information regarding this request with the prescribing physician and with the pharmacy as identified on the affixed pharmacy label if clarification is required.

Date:____________________ Signature of Parent/Guardian:_______________________

Note:  1. Medication brought to school must be in the original container appropriately labeled by the pharmacy, or physician, stating the name of the student, the name of the medication and dosage. If you are giving the medication at home please request two bottles from the pharmacy.

Revised:  September 2011





Please return to:  Lisa Cornwell, RN , School Nurse

