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MEDICATION DISTRIBUTION POLICY

SCHOOL MEDICATION POLICY:
FORM 
A-1

PHYSICIAN’S FORM FOR MEDICATION AND ADMINISTRATION


Both state law and all public schools in LEE COUNTY, Virginia, require the following information when children need administration of prescriptions at school.  Please complete the following information and have the parent/legal guardian bring this form to the school with the medication.

Name of Student:  ____________________________________________________________________

Address:  ___________________________________________________________________________

Age:  ____
School:  _______________________________________________
Grade:  ____

Name of Medication:  _________________________________________________________________

Oral Dosage:  ___________


Date Administration is to end:  ______________

Times at which medication is to be administered:  __________________________________________

Side Effects, which should be reported to the physician:  _____________________________________

Special Instructions:  (e.g., cold storage, sterile conditions, etc.)  __________________________________

__________________________________________________

____________________________

Physician’s Signature





Phone

Date:  ______________________

Emergency Phone:  __________________________________

PARENTAL CONSENT TO SHARE INFORMATION

Lee County Public Schools and Dr. _______________________________________________ have my 

permission to share information concerning medication prescribed to my child, 

(Child’s Name)
______________________________________________ 

____________________________________________
Date: _________________________

Parent/Legal Guardian’s Signature
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MEDICATION DISTRIBUTION POLICY

SCHOOL MEDICATION POLICY:
FORM 
A-2

MEDICATION CHANGE REQUEST

Name of Student:  ____________________________________________________________________

I request the following change in medication administered at the school:

____
Medication itself  _____________________________________________________________


____________________________________________________________________________

____
Dose ________________________________________________________________

____
Time of Administration ________________________________________________________


____________________________________________________________________________

____
Other _______________________________________________________________________


____________________________________________________________________________

Date change is to begin ________________________________________

_________________________________________________

Date ______________________

Parent/Legal Guardian’s Signature

Physician’s signature must be obtained if this is a change in prescription medication.

_________________________________________________

Date ______________________

Physician’s Signature
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MEDICATION DISTRIBUTION POLICY

SCHOOL MEDICATION POLICY:
FORM 
A-3

PARENTAL REQUEST TO DISCONTINUE MEDICATION

Name of Student:  ____________________________________________________________________

I request that the administration of the following medication be discontinued for my child:

Name of medication:  _________________________________________________________________

Date to be discontinued:  _____________________________________________

I, the parent/legal guardian, am making this request to discontinue medication.  The prescribing physician has not been consulted.

_________________________________________________

Date ______________________

Parent/Legal Guardian’s Signature

Adopted:
December 10, 2001
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ANNUAL CONTACT FOR SELF-ADMINSTRATION

OF INHALED MEDICATION FOR ASTHMA

PHYSICIAN OR PRESCRIBER

Name of Student:  ____________________________________
Grade/Room:  ________________

Name of Medication:  ____________________________________________________________________

Frequency of Use:  ______________________________________________________________________

Duration of Order:  ______________________________________________________________________

HEALTH CARE PLAN OR ACTION (Specific for the student is provided for the school.)

Is this plan required by state code?

YES:  _____

NO:  _____

Please provide any directions or comments specific to the student.  What is the recommended emergency response? (Use back of sheet if necessary and/or attach any documentation)

Physician’s Signature:  __________________________________
Date:  ______________________

Print Dr.’s Name:  _________________________________
Phone:  ____________________________

PARENT/GUARDIAN
I have provided the school with the orders and health care plan from the physician.  I understand that I will not hold the School Board or its employees for any negative outcomes from self-administration of the inhaled asthma medication.  Further more, I understand that the principal may revoke the permission to possess and self-administer inhaled asthma medication for the remainder of the school year, if it is determined that my son/daughter is not safely and effectively self-administering the inhaled medication.

Parent/Guardian:  ______________________________________
Date:  _______________________

Home Phone:  _____________________________________
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MEDICATION DISTRIBUTION POLICY

SCHOOL MEDICATION POLICY:
FORM 
B

AUTHORIZATION FOR ADMINISTRATION OF OVER-THE-COUNTER MEDICATION


With full knowledge of any emergencies, dangers, and risks related to the administration of such medication by the LEE COUNTY PUBLIC SCHOOLS’ employees, officers, or agents, we, the undersigned, hereby waive all claims with might arise from said administration of medicine to minor child.  We hereby resume full responsibility for the administration of such medication to said minor child and the results thereof.  We agree to indemnify and hold harmless LEE COUNTY SCHOOL DISTRICT, LEE COUNTY’S BOARD OF EDUCATION, its members, officers, and employees and agents from any and all liability relative to the administration of such medication.

I understand that I must submit a request for change in administration of medication at school if any information/conditions change.

_________________________________________________

Date ______________________

Parent/Legal Guardian’s Signature

PLEASE PRINT

Name of Student:  ____________________________________________________________________

Address:  ___________________________________________________________________________

Age:  ____
School:  _______________________________________________
Grade:  ____

Home Phone:  __________________________________
Work Phone:  ________________________

Emergency Phone:  _____________________________
Name:  _____________________________

Name of medication _____________________________________________________________________

Dates to administer:
From ________________________  to _____________________________

Dosage  ______________________________
Time Interval  _______________________________

Specific time to administer:  A.M.  _____________________
P.M.  _______________________

Possible side effects  ____________________________________________________________________

Physician’s Name _______________________________________
Phone:  ______________________

Special instructions (e.g., cold storage, with food, etc.)  _________________________________________

This form must be completed, signed, and dated to be valid.  We shall endeavor to assist your child in every way possible.

Adopted:
December 10, 2001

Amended:  
March 11, 2001

LEE COUNTY PUBLIC SCHOOLS


