Lovejoy Independent School District

Medication Permission Form 
  2009-2010
Parent or Guardian must bring medication to the Nurse Office
STUDENT______________________________________________________________
PARENT / GUARDIAN_________________________________________Phone_____________________

Email address__________________________________________________________________________________________________
Medication Allergies:    ☐ None       Yes:  ☐ to: ______________________________________________
What is the medicine needed for? __________________________________________________
Name of Medicine: ________________________________ _Dosage on Container___________________



A SEPARATE PERMISSION FORM IS REQUIRED FOR EACH MEDICINE

LOVEJOY ISD DOES NOT SUPPLY MEDICATION
NO PILLS IN BAGGIES!  MEDICINE MUST BE IN ITS ORIGINAL CONTAINER (BOX OR BOTTLE)

NO EXPIRED MEDICATIONS / (PLEASE WRITE EXPIRATION DATE :_______________)

SAMPLE MEDICINES ACCEPTED ONLY WITH WRITTEN DIRECTIONS FROM PHYSICIAN

INHALERS MUST HAVE PRESCRIPTION LABEL ON INHALER OR BOX

ALL MEDICINE NOT PICKED UP BY THE LAST DAY OF SCHOOL WILL BE DISCARDED
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  - - - - - - - - - -
A PHYSICIAN’S WRITTEN ORDER MAY BE REQUIRED IF AN OVER-THE-COUNTER MEDICATION IS TO BE GIVEN MORE THAN 3 THREE TIMES PER SCHOOL WEEK

Condition for which medication is required: ________________________________________ Date: ______________________

Medication: ________________________________Strength: ______________ Dosage: _____________Time:_______________

Physician Name: (PRINT) _____________________________________ Physician Signature_______________________________
Phone:__________________________Fax:_________________________Special Instructions_____________________________

_____________________________________________________________________________________________________________





















How much to give______Pills(mg) 	_______Drops (mg)


   ________Tsp	_______cc/ml


   ________TBSP	_______Puffs


 


	





How to give:  _______ Oral (swallow or chew)


        _______ Inhalation


        _______ Topical (apply to eyes, skin, etc.)


        _______ Other_______________


		








When to give:





_______ Every ________hours as needed





_______ Daily at____________________





_______ One time dose only





_______ In the morning if forgets at home  


	Contact parent to verify?   Yes ☐   No ☐


_______ Temporary on dates listed below:


_______, _______, ________, _______, ________








PARENT/ LEGAL GUARDIAN SIGNATURE: 





____________________________________ 


I REQUEST THE ABOVE MEDICATION BE ADMINISTERED TO MY CHILD.





 I authorize, as needed, the sharing of information regarding my child’s health between the school nurse and the prescribing health care provider.


 


Date: ___________________________________





Controlled medication count sheet completed____





Date: ____________________





Grade: ___________________








