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SOUTILKINGSTOWN SCHOOL DEPARTMENT '
Authorization for Prescription Medications to bie Taken Duriag School.Hours
(PHARMACY-LABELED CONTAINERS ONLY)

School . Grade/Teacher

CHILD'S NAME Sex__ Datc of Birth

Physician's Name/Address
Pliysician's Telephone

The following section is to be completed by (e PARENT:

T 'féq'u}éit' that my child be assisted in taking-the medicine(s) described below at school by the school nurse-
teacher or permitted fo medicale himselffhersclf as also authorized by me and my physician — sce below. *
Additionally, in the event of an off site school-sponsorcd activity, my child may self-administer tfus medication
which shall be provided jrom home. Only one sclool day's supply should be provided and it will be transported
in its original plrarmacy-labeled container. This medication will be sent in on the day of the Jield trip. (If this
procedure is not Jollowed, the student will not be allowed to self-medicate on the off-site school sponsored

activity.)
[CIYES [ INO

[ have read and understand the medication policy on the back of this page [ __IYES [NO

Iarcat/Guardiat Signstuce Date =

{fome Phonc Emcrgency Phonc

-

The following section is to be completed by the PHYSICIAN:

Diagnosis for which medication is prescribed: ) -

Name of Medicine ' ’ L
Daose/Time . )
Dircctions for Administration L ) . _
List sipnificant side cffects , o L
Length of time this treatment is recommended o B

*Js child authorized to medicalc himself/herself? [ TYES [_JNO
(Self medication applics only to inhalers, Epi-Pens and prescribed sclf injected medicaticn.)

415 child authorized to self medicate during an off site school-sponsored activily? [T} YIS [TINO

Physician's Siguatuve . Date




