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09.2241 AP.21
Permission Form for Prescribed or Over-the-Counter Medication
	Student’s Name: _____________________________________ School: _____________________________________________    
Allergies:________________________________________________________________________________________________
Medical Conditions: ( Diabetes ( Asthma ( ADHD ( Seizure Disorders ( Other ___________________________________
Physical/Medical Restrictions _______________________________________________________________________________


prescription medication - To be completed by the physician or health care provider
Name of medication:

(1) ____________________________________________ 
(2) ______________________________________________________

Reason for medication: _______________________________________________________________________________________
Form of medication/treatment: 
(1)
( Tablet/capsule ( Liquid ( Inhaler ( Injection ( Nebulizer ( Other _________________________________________
(2)
( Tablet/capsule ( Liquid ( Inhaler ( Injection ( Nebulizer ( Other _________________________________________
Instructions    
(1) Schedule and dose to be given at school: ________________________________________________________________________

Starting Date: ( date form received ( Other, as specified: ____________________________________________________________
Stopping Date: ( for episodic/emergency events only ( end of school year ( Other date/duration: __________________________
Restrictions and/or important effects: ( Yes   Please describe: _________________________________________________________
Special storage requirements:
( None
( Refrigerate
(Other ___________________________________________

(2)  Schedule and dose to be given at school: _______________________________________________________________________
Starting Date: ( date form received ( Other, as specified: ____________________________________________________________
Stopping Date: ( for episodic/emergency events only ( end of school year ( Other date/duration: __________________________
Restrictions and/or important effects: ( Yes
   Please describe: _________________________________________________________

Special storage requirements:
( None
( Refrigerate
(Other ___________________________________________

NOTE: In the event the Principal/designee is notified of the possibility of an adverse or extreme reaction to a medication, s/he shall inform the student’s teacher(s) of such a possibility before the student begins the medication schedule.
Signature of Physician/Health Care Provider:___________________________________________ Date ____________________ 

Address: ___________________________________________________________________________________________________
Phone:________________________________________________Fax:_________________________________________________
Parent Signature _______________________________________________________
 Date ______________________________
Self Administration Medication ONLY

Pursuant to KRS 158.832 to KRS158.836: The Danville School permits a student to possess and self-administer asthma or anaphylaxis medication at school and at school-related functions upon completion of the following information by the parent/guardian and the student’s physician and waiver of liability of the parent /guardian.
Medical Condition requiring self-administration ___________________________________________________________________  

Student is capable of/responsible for self-administering this medication:
(No         (Yes           (Supervised required        (Unsupervised
The student has been instructed in self-administering for these medication: asthma, diabetes, or severe allergic reaction
 (No         (Yes

Student must carry this medication on his/her person:                             
(No         (Yes
NOTE: Please indicate additional information as an attachment.
Physician’s Signature:___________________________________________________Date:____________________________
non-prescription medications To be completed by parent/guardian 
Over the counter medication can be given no more than 3 consecutive days without a physicians order. (09.2241.AP1)
I am the Parent or guardian of _______________________________________________. I give my permission for him/her to take the following over-the medication (see below) for use when no nurse is available at the school site. I hereby acknowledge that I have read and understood the School Board Recommendations of distribution of medications to students. I herby release Danville Schools and its employees from any claim or liability connected with its reliance of the permission and agree to indemnify, defend and hold them harmless from any claim or liability connected with such reliance.

Name of Medication: _______________________________________
Dosage/Schedule: ___________________________________
Signature: _____________________________________________________________
Date: ______________________________


Relationship: ( Parent
( Guardian
Home Phone: ______________________ Work Phone ___________________________ Emergency Phone ____________________
To be completed by school personnel

I/we acknowledge receipt of the foregoing statement and authorization.

Administrator/designee __________________________________________________ Date _________________________________
To the school: Please report concerns about medications or the student’s condition to the above physician/health care provider.
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