
SCHOOL DISTRICT

W V 1 1 L

School Site: School Year:

PHYSICIAN/PARENT/GUARDIAN REQUEST FOR ADMINISTl^TION OF MEDICATION BY
SCHOOL PERSONNEL

Date of BirthStudent

PhoneSchool

ri-IE ABOVE STUDENT IS TO BE GIVEN MEDICATION AS PRESCRIBED BELOW:

DosageMedication

A d m i n i s l ra l i o n fb I'm /ro u te

Discontinue DateTime(s)

Precautions, anticipated reactions

□ Home □ Other:Disposition of student after medication: Class

Date:Physician's Signature:

Phone: Fax:Address:

If checked, this student may carry the following on his/her person and has sufficient knowledge and skill to self
administer appropriately,

has a prescribed asthma inhaler
has a prescribed Epi-Pen

PARENT/GUARDIAN REQUEST

, be assisted my designated schoolI request that my child.
Personnel in taking medication as prescribed by Dr.

Date:Parent/Guardian Signature

iVlcdicaUon musl be in origina] container apnronriatclv labeled bv the nharmaev. Parcnts/Guardiiins may l eouest th;U (he
nhai macist dispense two bottles of medication: one for home and one for school.

Calilbrnia I'D Code 49423: Molwilhsianding the provision.s ofSection 49422. any pupil who is required to take, during the regular .school day.
medication pre.scribcd for him by a physician, may be assisted by the school ruir.se or other designated personnel if the school nur.se receives (1) a
written statement from sucli physician detailing the method, amount and time schedules by which such medication is to be taken and (2) a w ritten
statement from the parent or guardian of the pupil indicating the desire that the school district assist the pupil in the matters .set forth in the
physician's statement (Stats 1976 Ch. 1010.)

^Medication forms will need to be renewed at the beginning of the school year.


