Silver \/8”53 {IniFied School Districe
F(} E)ox &47
Yermo, CA FLH98

Fort Jrwin Middie Schod
FPhone (760)386-112%
Fax (760) 3856— 2448

Annual Medication Authorization Form /
{During Schaol Hours)

(Currernt Schooi Year)

California State Education Code 49423, section 11753.1, states:

“Any pupil who is required to take, during the reguiar school day, medication prescribed for
him by a physician, may be assisted by the school nurse or designated trained personnel if
the schoo! district receives (1) a writtan statement from such physician detailing the method,
ammount, and tme schedule by which such medication is fo be taken and (2} a written
statement from the parent or guardian of the pupll indicating the desire thal the schoof
district assist tne pupil in the matiers set ferth in the physicians statemant.”

“f there are any special directions that are warranted for the student, please indicate sc on
"student should self-carry or self-adminisier asthma medication”.

the section below; L&,

PICTURE
HERE

Consent to take your child's

picture for the safaty of

dispensing the medication.
Yes No

{ } Parent Initials

Name of Student Rata of Birth

Schoaol Attending Grade

Teacher

H

. Name of Medication {Only one medication per form)

Expiration Date

S S

Parent
) Initials

Time To Be Given

Amount Of Medication Recelved

Dosage (Method) (Any change or modification, and/or change of docfor, at a later date — MUST resubmita new form)

Reason For Medication {Symptoms)

Fossible Side Effect

Spacial Directions (Statement by physician; l.e., Student is capable and may self-administer inhaler.)

PARENT READ AND SIGN - | give consent for the school nurse to communicate with the authorized health care provider and the

pharmacist with regard to the provider's writen statement for admiristration of medicalion at school.

I agres ‘o supply ihe necessary

medication, supplies, and equinment. [ may terminate consent for adrministration at any fime. 1 release the District and schoo! personnel from

civil iabifity if the student suffers an adverse reaction as a resuit of self-administration.

Yes No { } Parent Initiais

FOR SCHOOL USE

Date Nurse Reviewed Order / Nurse Signature

Physician’ Signature Date

Addrass Phong #

Parent Signature (Consent for adminisiration of medication by a
district emp:‘o ves / Self-administration per physician’s order)

Date Assassment for Seli-Carry / Nurse Signature

Oate Teacher informed

You child’s medicati
are not retrieved, they will be disposed of in accordance with the law.

21108 Revised: FILE: Health ManuslMedication Form

ion witi ba kel in the iccked medication cabinet for § days afier school is out.
g delivered to the Health Sarvices Department in Yermoe and keot locked for duration of 30 days fro

Parent Phone #s home work cell

I authorize the exchange of medical information with staff,
‘es Mo

Parent initials Date

After the 8-day period, alf medications wilf
m the last day of school, H medications



