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ALABAMA STATE DEPARTMENT OF EDUCATION
SCHOOL MEDICATION PRESCRIBER/PARENT AUTHORIZATION

School Yea\gogl‘l - ;ﬁg?

STUDENT INFORMATION

Student’s Name: Qﬂ@a School: W -LS .
Date of Birth: g ‘ Y. Age: Grade: | () Teacher: M N
No known drug allergies Allergies (please list)

PRESCRIBER AUTHORIZATION X’So be completed by licensed healthcare proviSer)

Medication Namem Dosage: \’?’\ CY)CMVE_ o‘nﬁt:s :‘D
Frequency/Time(s) to be given: M Start Date: \\\4‘.16 Stop Date: sl 16| 25
‘ S

~

Reason for taking medication:

Potential side effects/contraindications/adverse reactions: C (W aUed ( g‘!ﬂ
Treatment order in the event of adverse reaction: N \efni _E)(n"?(\ 1l
SPECIAL INSTRUCTIONS: [
Is the medication a controlled substance? [J Yes E’ﬁo
Is self-medication permitted and recommended? O Yes w

e If “yes” | hereby affirm this student has been instructed on the proper self-administratjon of the prescribed medication.
Do you recommend this medication be kept “on person” by student? [ Yes E’@

Signature of Licensed Healthcare Provider:

Cake Icing Gel ONLY FOR Diabetic Student dyring . i JYes ON
Printed Name of Licensed Healthcare Provider: ‘ L_IRRone: [ ) _2;4— 523\ Fax: ( )gﬁ_-
=T AL P { Date: _|.

PARENT AUTHORIZATION

| authorize the school Nurse, the registered nurse (RN) or licensed practical nurse (LPN), to administer or to delegate to unlicensed school personnel
the task of assisting my child in taking the above medication in accordance with the administrative code practice rules. | understand that additional
parent/prescriber signed statements will be necessary if the dosage of medication is changed.

Prescription Medication must be registered with the School Nurse or Trained Medication Assistant. Prescription medication must be
properly labeled with student’s name, prescriber’s name, name of medication, dosage, time intervals, route of administration and
the date of drug’s expiration when appropriate.

Over the Counter Medication must be presented to the School Nurse or Trained Medication Assistant. OTCs must be in the original,
unopened, and sealed container. OTC medication may not be kept for more than 2 weeks without written authorization from an
authorized licensed healthcare provider. Local Education Agency Policy for OTC medication must be followed.

Parent’s/Guardian’s Signature: Date: Phone:

SELF-ADMINISTRATION AUTHORIZATION
(To be completed ONLY if student is authorized for complete self-care by licensed healthcare provider.)
| authorize and recommend self-medication by my child for the above medication. | also affirm that he/she has been instructed in
proper self-administration of the prescribed medication by his/her attending physician. | shall indemnify and hold harmless the
school, the agents of the school, and the local board of education against any claims that may arise relating to my child’s self-
administration of prescribed medication(s).
Parent’s/Guardian’s Signature: Date: Phone:

Revised 04/2024
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ALABAMA STATE DEPARTMENT OF EDUCATION
SCHOOL MEDICATION PRESCRIBER/PARENT AUTHORIZATION

School Yearaogq - QQS

STUDENT INFORMATION

School: I Ri-g -
Grade: _LQ:&\ Teacher: \(Y )V

Student’s Name:
Date of Birth:
No known drug allergies

Allergies (please list)

PRESCRIBER AUTHORIZATION (To be completed by licensed healthcare provider)

Medication Name: N\?Xﬁ\ Dosage: mma )% ]6“\ Route: EQ
Frequency/Time(s) to be given: (ﬂ4 mjl Start Date: \i\il26 Stop Date:ﬁ\stzs

Reason for taking medication:
Potential side effects/contraindications/adverse reactions:
Treatment order in the event of adverse reaction:

SPECIAL INSTRUCTIONS: k
s the medication a controlled substance? CYes o
Is self-medication permitted and recommended? [ Yes m

e If “yes” | hereby affirm this student has been instructed on the proper self—admmlstra n of the prescribed medication.
Do you recommend this medication be kept “on person” by student?  [J Yes No

Cake Icing Gel ONLY FOR Diabetic Student duri g Bus Trangpprt on? Yes [1No

Printed Name of Licensed Healthcare Provider: ' - Fax:&&‘g‘ﬂ x 3@[@

Signature of Licensed Healthcare Provider: Date: )‘ I:—[ Z‘i
ARENT AUTHORIZATION

| authorize the school Nurse, the registered nurse (RN) or licensed practical nurse (LPN), to administer or to delegate to unlicensed school personnel
the task of assisting my child in taking the above medication in accordance with the administrative code practice rules. | understand that additional
parent/prescriber signed statements will be necessary if the dosage of medication is changed.

Prescription Medication must be registered with the School Nurse or Trained Medication Assistant. Prescription medication must be
properly labeled with student’s name, prescriber’s name, name of medication, dosage, time intervals, route of administration and
the date of drug’s expiration when appropriate.

Over the Counter Medication must be presented to the School Nurse or Trained Medication Assistant. OTCs must be in the original,
unopened, and sealed container. OTC medication may not be kept for more than 2 weeks without written authorization from an
authorized licensed healthcare provider. Local Education Agency Policy for OTC medication must be followed.

Parent’s/Guardian’s Signature: Date: Phone:

SELF-ADMINISTRATION AUTHORIZATION
(To be completed ONLY if student is authorized for complete self-care by licensed healthcare provider.)
| authorize and recommend self-medication by my child for the above medication. | also affirm that he/she has been instructed in
proper self-administration of the prescribed medication by his/her attending physician. | shall indemnify and hold harmless the
school, the agents of the school, and the local board of education against any claims that may arise relating to my child’s self-
administration of prescribed medication(s).
Parent’s/Guardian’s Signature: Date: Phone:

Revised 04/2024




ALABAMA STATE DEPARTMENT OF EDUCATION
SCHOOL MEDICATION PRESCRIBER/PARENT AUTHORIZATION

School Yeagm_- _&
STUDENT INFORMATION

Student’s Name: { mm&( School: j@& &, N
Date of Birth: 2.\0[ lB Age: _\) Grade: [(  Teacher: _ O\

No known drug allergies Allergies (please list)

PRESCRIBER AUTHORIZATION (To be completed by licensed healthcare provider)

Medication Name: MWOJ:-W\ Dosage: \5"‘\ Route: io

Frequency/Time(s) to be given: ?0 [ QBO Wf\ Start Date: \l\ % Stop Date: l

A —
Reason for taking medication: ﬁ& ' m\ﬂ) ‘ V&
Potential side effects/contraindications/adverse reactions: Ck\ AL .' ﬂ
Treatment order in the event of adverse reaction: Si 512 [ﬂ{d - (\M[ Q\,\ .

SPECIAL INSTRUCTIONS:

Is the medication a controlled substance? [ Yes [Qﬁc;
Is self-medication permitted and recommended? J Yes o

o If “yes” | hereby affirm this student has been instructed on the proper self-adminligt/ra(\ﬁon of the prescribed medication.
Do you recommend this medication be kept “on person” by student? [ Yes o}

Cake Icing Gel ONLY FOR Diabetic Student during Bys Tragsport. tionf' Yes [
Printed Name of Licensed Healthcare Provider: %ﬂm ne: ( - 328\ Fax:( ) - ga'qw
Signature of Licensed Healthcare Provider: __{ VA ij [0/ Af\..‘ C X Date: Y )

PARENT AUTHORIZATION

| authorize the school Nurse, the registered nurse (RN) or licensed practical nurse (LPN), to administer or to delegate to unlicensed school personnel
the task of assisting my child in taking the above medication in accordance with the administrative code practice rules. | understand that additional

parent/prescriber signed statements will be necessary if the dosage of medication is changed.

Prescription Medication must be registered with the School Nurse or Trained Medication Assistant. Prescription medication must be
properly labeled with student’s name, prescriber’s name, name of medication, dosage, time intervals, route of administration and
the date of drug’s expiration when appropriate.

Over the Counter Medication must be presented to the School Nurse or Trained Medication Assistant. OTCs must be in the original,
unopened, and sealed container. OTC medication may not be kept for more than 2 weeks without written authorization from an
authorized licensed healthcare provider. Local Education Agency Policy for OTC medication must be followed.

Parent’s/Guardian’s Signature: Date: Phone:

SELF-ADMINISTRATION AUTHORIZATION
(To be completed ONLY if student is authorized for complete self-care by licensed healthcare provider.)
| authorize and recommend self-medication by my child for the above medication. | also affirm that he/she has been instructed in
proper self-administration of the prescribed medication by his/her attending physician. | shall indemnify and hold harmless the
school, the agents of the school, and the local board of education against any claims that may arise relating to my child’s self-
administration of prescribed medication(s).
Parent’s/Guardian’s Signature: Date: Phone:

Revised 04/2024




