St. Vincent de Paul School

30527 8th Ave. S.

Federal Way, WA  98003

253-839-3532 / fax 253-946-1247

AUTHORIZATION FOR ADMINISTRATION OF MEDICATION
Student’s Name ____________________________   Grade ________   Birthdate ______________

************************************************************************************

This Portion to be Completed by the Physician
Name of Medication
Dosage

Method of Administration

Time of Day to be Taken
Reason for medication to be given during school hours:

Anticipated action:

Possible side effects:

Emergency procedure in case of serious side effects:

I request and authorize that the above named student be administered the above identified medication in accordance with the instructions indicated above for the period commencing with the _______________

day of _________________________ , 20___ through the _____________________________ day of

__________________________ , 20____ .  There exists a valid health reason which makes administration of the medication advisable during school hours or during such time that the student is under the supervision of school officials.  Such medication may be administered by medically untrained school personnel.

__________

_______________________________________

      Date


Physician’s / Dentist’s Signature




(We recommend that PA orders be countersigned by the supervising physician.)

_________________
_______________________________________

Telephone Number
Name (Print or Type)




_______________________________________




Address

*************************************************************************************

This portion to be Completed by the Parent / Guardian
I certify that I am the parent, legal guardian or other person in legal control of the above identified student and request and authorize the school to administer the above identified medication to the above identified student in accordance with the prescription or doctor’s instructions for the period beginning the ________

day of _______________________, 20___ through the ___________day of ______________________ ,

20_____(not to exceed one school year).

Medication will be supplied to the school in the original container.

__________

_______________________________________

      Date


Parent’s / Legal Guardian’s Signature

______________________________________




Telephone Numbers (Work and Home)

