Our Lady of Perpetual Help School

Request for administration of medication and medical procedures to students by school personnel
Written request must be obtained from the physician and the parent or guardian before any medications (prescription or over-the-counter) and the medical procedures can be administered during school time.  Medications must be in the container in which it was dispensed by the prescribing physician or licensed pharmacist.

PHYSICIAN SECTION   




Student Name:







Date:



Address:





City:

 State:


  Zip:




School in which student is enrolled: Our Lady of Perpetual Help 

Name and dosage of drug to be administered:










Times at which drug is to be administered:

Date administration of drug is to begin:





Date administration of drug is to end:






Any adverse reaction that should be reported to the physician:























Special instructions for administration of drug, including sterile conditions and storage:



















Physician’s Name (please print):








Address:




Phone:




Physician’s Signature:







Most medication is administered before and after school.  However, as there are exceptions to this, this form must be completed in order for medication to be administered at school.  A new form must be completed each year, and each time a new medication is prescribed.  Should you need a new form, please call the school office at 382-5696.

PARENT SECTION

We (I), the undersigned, who are the parents/guardians of 








hereby request that the health care services outlined and prescribed by the physician be provided to our child.  We (I) understand the school undertakes no responsibility to diagnose, treat, or dispense medication, but will only administer or oversee the mentioned services as directed and authorized.  We (I) authorize the Principal or other designated person(s) to administer the prescribed treatment as directed by the physician.  We (I) agree to notify the school immediately if there is any change in either the child’s treatment regimen or the authorizing physician.  In consideration for the overseeing and administration of medication for this child, we (I) hereby release and discharge the Diocese of Toledo, the Toledo Catholic/Private Schools, this school, the principal of the responsible school and his/her designee and any other persons connected with the overseeing and administration of medication or drugs herein described, from all claims, demands, actions, judgments, and executions which may arise from the overseeing or administration of the medication.  The undersigned have read this form and understand all of its terms.

Signature of Parent(s)/Guardian(s)

Signature





  Date 


Phone Number:  



Home



  Work






ACKNOWLEDGEMENT BY SCHOOL OFFICIALS
The undersigned school principal and each person authorized to administer the medication or procedure requested and authorized hereby acknowledge receipt of the above request and certify that they understand the information contained in it.

Signature of Principal_____________________________________________

Signature of Health Officer or other designee_____________________________________________

9/1/05

