Authorization for Medication Administration XE "DSBPC Authorization Form" 
Date:  

I have read the District School Board of Pasco County “Guidelines for Administration of Medication at School” and permission is hereby granted to 
 School’s trained personnel to administer the following medication to:


      __________________      ____________      ___________________

   (Student’s name)


       (Student #)
        (Grade)

          (DOB)

   


for treatment of:  ___________________________________________________________________________.







(Medical diagnosis)

Name of prescribing doctor: __________________________________________________________________
Name of medication:  _______________________________________________________________________
Dose of medication:  ________________________________________________________________________
Route of medication:  _______________________________________________________________________
Time medication is to be given at school :     _____________________________________________________
Special instructions:  ________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Possible reactions / side effects: _______________________________________________________________
_________________________________________________________________________________________
I also give the school permission to attach my child’s photograph to the medication record for identification purposes and to post health information for staff concerning my child’s severe, life-threatening allergy.


 (Signature of Parent / Guardian)

Note:  Give parent copy of “Guidelines for Administration of Medication at School”

