AUTHORIZATIO\J FOR THE ADMINISTRATION OF MEDICINES
BY SCHOOL PERSONNEL

The Connecticut State Law & Regulations REQUIRE a physician’s or dentist’s writtzn order and parent or
guardian’s authorization for a nurse to administsr medications, or in her abszsnce, the principal or teacher to administar
medications. Medications must be in pharmacy prepared containers and labeled with name of child, name of drug. strength,
dosage, frequency, physn:tan 5 or dentist’s nams and the date of original prascription. This includes medication such as (but is
not limited to) Tylenol, asthma inhalers, 2y= or zar drops, cough medicinzs, daily prescribed prescriptions, 2tc.)

PHYSICIAN's or DENTIST's ORDER.

Name of Child: Date:-
Address: Date of Birth:

Condition for which drug is being administzrad during school hours:

Drug: (name, dose & method of administration)

Time of administration:

Mzdication shall be administarad from 10
(start datz) (2nd datz)

Rzlevant side’ zffects to be observad. if any

[f thers are any side effects, plan for managemeant:

Is this a controlled drug? D YES D NO [f yes, DEA number

Physician/Dentist Name: - Phone & -

Address: _
Physician/Dentist Signarurs: Date
Nurse/Principal/Teacher: _- Date

AUTHORIZATION BY PARENT/GUARDIAN
for the administration of the above medication by school persoanzl:

Date:

To School Pzrsonnel:

[ hereby request that the above medication, orderad by the physician/dantist for my child.
be administrated by school personnel. [ undarstand that | must supply the school with the prescribed medication in the ormlnal
container dispensed and supply of said madication. [ further understand that his medication will be destroyzd if it is not picked
up within one week following termination of the order or one wezk beyond the close of school.

NAME: Signaturs:

Address:

Relationship to child: Phone #




