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Student Name: 






Grade: 


Date of Birth: 


Address: 






Phone Number: (
)



To be completed by Physician/Licensed Prescriber:

Name of Medication: 












Reason for Medication: 











Form of Medication:


( Tablet/Capsule
( Liquid
( Inhaler
( Injection
( Nebulizer
( Other 


Instructions:



Dose: 





Frequency: 






Start Date: 




Stop Date: 







Side Effects: 













Severe adverse reactions that must be reported to prescriber: 






Restrictions: 













Special Storage Instructions: 











The student may carry this medication. (FOR EMERGENCY MEDICATION ONLY!)    ( Yes
    ( No
Physician/Licensed Prescriber’s Signature: 






Date: 


Physician/Licensed Prescriber’s Name: 








Phone: (
)



Address: 













To be completed by Parent/Guardian:

I give permission for authorized school personnel to follow the medical instructions requested above for my child








 to receive medication at school according to school policy.

I agree to:

· Deliver medication to the school in the original container, or have it delivered by a responsible adult,

· Have a new form completed by the physician/licensed prescriber if medication or dosage is changed or discontinued,

· Notify the school if we change physician/licensed prescriber.

I give my consent to the physician/licensed prescriber, school nurse or their designee to send and/or receive information related to my child’s medication for the duration of this order as noted above.

Parent/Guardian Signature





Date



Rev. 5/2011
Required by the Ohio Revised Code 3313.203, 3313.56, 3313.671, 3313.712, 3313.713

Pursuant to Ohio Administrative Code 4723-13-03, 4723-13-05, 4723-13-07

Summit Academy Cincinnati THS


Phone:  (513)541-4000 FAX: (513)541-4075





STUDENT MEDICATION AUTHORIZATION FORM








