FRANKILIN SQUARE SCHOOL DISTRICT
FRANKLIN SQUARE, NEW YORK

AUTHORIZATION FOR ADMINISTRATION OF MEDICATION
A.To be completed by the parent or guardian:

I request that my child . grade receive
the medication as prescribed below by our licensed health care prescriber. The medication is to be
furnished by me in the properly labeled container from the pharmacy.

By permitting the administering of prescribed medicines to my child as outlined below, I, for
myself and my child, expressly release the Franklin Square School District and its personnel of
any liability which might arise from such administering the prescribed medicine to my child.

I expressly waive any right of action against the Franklin Square School District, or its personnel,
arising out of any injury, damage, hurt or impairment, of either a physical or mental nature which
might result directly or indirectly from the administering of such prescription medicines to my
child by the Franklin Square School District.

I understand that if the Registered School Nurse is absent and no substitute nurse is available, I
will be notified in the morning. Designated trained school personnel may assist my child with the
Epi-Pen administration if it is deemed necessary.

Parent/Guardian signature: Date

Address:

Phone: Home ) Work

B. To be completed by the licensed health care prescriber:
I request that my patient, as listed below, receive the following medication:

Student: _ D.O.B.

Diagnosis:

Name of Medication:

Prescribed Dosage, Frequency and Route of Administration:

Time to be taken during school hours:

Duration of Treatment:

Possible side effects and adverse reactions, ifany:

Other Recommendations:

Licensed Prescriber’s name, title, Signatu;e Date

Address _ Phone
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