Washougal School District

                
       __ __ Nursing Services
9731 Washougal River Road, Washougal, WA  98671                      Cape Horn-Skye: 360-954-3600  Fax: 360-837-3906        

                                                                                                            Canyon Creek: 360-954-3500  Fax: 360-837-1500

MEDICATION AT SCHOOL AUTHORIZATION

(Excludes ointments; eye, nose, or ear drops; suppositories; and medication inhaled through the nose)

Student____________________________ Date of Birth__________ School_________________ Grade___

The Washougal schools recognize that in certain infrequent cases, students must take prescribed or over-the-counter medication.  When a health condition requires that a student be given prescription or non-prescription medication during school hours, authorization must be given by the student’s parent or legal guardian, and must be accompanied by written instructions and signature of the prescribing licensed healthcare professional (LHP). Please note the following:

· Prescribed medication must be provided in the container labeled by the pharmacist with the name of your child, the name of the medication, the dosage, and frequency in which the medication is to be given.

· Changes in dosage require a new authorization form with dates and signatures. 
· Over-the-counter medications must be in the original container, and accompanied by parent and LHP authorization.

· Please do not send more than a 20-day supply of tablet/capsule medications.

· Samples of medications must be labeled with the student’s name, dosage, and time to be given.

· Medications must be brought to school by the parent/guardian.  Do not send with the student.

· Medications kept in the front office at school (including inhalers and Epi-pens) are not available before or after regular school hours.  The parent/guardian is responsible for making separate arrangements if the student requires medication before or after regular school hours.  The school, Washougal School District, and the District School Nurse are not responsible for before- or after-school health care needs.

PARENT fills out this box:

PARENT REQUEST

I certify that I am the parent or legal guardian of the above-named student.  I request and authorize school personnel to comply with the instructions as given by the Licensed Healthcare Provider.  (WSD Policy 3416, RCW 28A,210.260 & .270)
__________________________    _________________________    ____-_____-________   _______-20___

Signature of Parent/Guardian                      Printed Name of Parent/Guardian             Phone 

           Date           

PHYSICIAN/LHP fills out this box:

LICENSED HEALTH PROFESSIONAL REQUEST AND INSTRUCTIONS

Name of Medication:



Strength:  
Dose:

Route:

Time of Day:
________________________________
_________
_________
__________
_________________

________________________________
_________
_________
__________
_________________

Diagnosis/Reason for Medication:_______________________________  Tablet/Capsule/Liquid___________

If Inhaler/Epi-pen:    Student may carry:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No         Student may self-administer:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Food anaphylaxis: what contact with allergen triggers allergic response?    FORMCHECKBOX 
eating  FORMCHECKBOX 
touching  FORMCHECKBOX 
breathing

If Bee anaphylaxis: should student be given above-named medication immediately if stung?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Possible Side-Effects: ______________________________________________________________________

Instructions: ______________________________________________________________________________

Instructions for Early-Release School Days:  ____________________________________________________

Instructions for 72-Hour Disaster/School Lockdown Plan: __________________________________________

I request/authorize that this medication be administered to this student in accordance with the above stated instructions, between the dates of _______________, 20____  and _____________, 20____, not to exceed the current school year.  There exists a valid health reason which makes administering this medication advisable during such time as the student is under the supervision of school officials.

_________________________________    _____________________________  ______________ 20___

Physician/LHP (signed)

           

Physician/LHP (printed)


 Date

Office Phone:   (_________) _________-______________            Office Fax:  (_________) _________-______________

Please return to District School Nurse:  9731 Washougal River Road, Washougal, WA  98671       Cape Fax: 360-837-3906       Canyon Fax: 360-837-1500

