CULLMAN CHRISTIAN SCHOOL
MEDICATION PRESCRIBER/PARENT AUTHORIZATION

ottman Chstian S

**Physician Signature required for any medication to be given throughout the current school
Q year. Medication must be provided by the parent / guardian.
A separate form is required for each medication.

STUDENT INFORMATION
Student’s Name Date of Birth
Grade Teacher School Year
List any known drug allergies/reactions Weight (Ibs)

PRESCRIBER AUTHORIZATION

Name of Medication
Reason for taking (optional)

Dosage Route Frequency/Time(s) to Be Given

Begin Medication Stop Medication

Date Date

Special Instructions:

Does medication require refrigeration? YesO NoO

Is the medication a controlled substance? Yes[] No[U

Is self-medication permitted and recommended for this student? Yes J No [

If asthma inhaler or emergency medication, do you recommend this medication be kept “on person” by the student?
Yes ONo D

Potential Side Effects/Contraindications/Adverse Reactions

Treatment Order in the event of an adverse reaction: (Attach additional sheet or use the back of this form if
necessary)

Signature of Prescriber Printed Name Phone " Date

Treatment/Procedures Required During School Hours

(e.g. blood glucose monitoring, derssing changes, etc.)

Medical Condition Treatment/Procedure [Time(s)/Frequency| Special Instructior]

1

2




PARENT AUTHORIZATION

Medication must be registered with the School. | GcGczNzNGNEEEEEEEEEEEEE

()l authorize and recommenselfmedication by my child for the above medicati.

Parent/Guardian Authorization

=

| request that the above medication(s)/treatment(s) be given during the school hours.

2. /| Aloo % @E}A] 3Z & «<ulE } Hu vs8 81}v (E}u 0] Ve % E « E]
medication policy and procedures.

3. I confirmthat | am primarily responsible for administering medication to my childowever,

in the event that | amunable to do so or in the event of a medical emergency, |disr

authorize the medication(s)/treatment(s) to be given by school personnel as deledate

I will notify the school of any change in the medication(s)/treatment(s).

| acknowledge that CCS does not have a licensed nurse.

This consent may be revoked at any time byigiy written notice to the school office.

In consideration of special activity of CCS aghlalf of my child, | release Cullman Christian

School, Incand all school personnel from any and all liability in the event of any adverse

reaction resultingfrom the use or administratiorof the medicine.

8. | waive anyclaims | might have agjnst Cullman Christian School,Irend all school personnel
arising out of the administration of said medication.

9. In addition, | agree to hold harmless Cullman Christian Schaslemployees and agents,

wither jointly or severally, from and against any and all claims, damages, causes of action or

injuries incurred or resulting from the administration or attempts at administration of said

medication(s).
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If any questions or problems arise, call me at:
(H) (W) (Cell)




