South Hackensack Memorial School Health Office

Medication Administration Form
Student Name: ___________________________________
Student Date of Birth: _____________________________
Today’s Date: _____________________ For the School Year: ________________________

The above named student if physically able to attend school, however, requires the administration of this medication during school hours. 
Diagnosis: ____________________________________
Medication: __________________________________ Dosage: _______________________
Frequency/Time of Administration & Parameters: ____________________________________________________________________________________________________________________________________________________________
The above name student has permission to self-carry this medication and has demonstrated to me, the physician, the proper use of the medication (This can only be checked for asthmatic inhalers & Epi-Pens). YES______ NO _______
Physician Signature: ______________________________ Today’s Date: __________________
	


Physician Stamp Below



I give the school nurse my permission to administer the above mentioned medication to my son/daughter. I relieve the school nurse, the South Hackensack Board of Education and its’ employees of any liability as a result of any injury resulting from the administration of this medication. I understand that my child, if allowed to self-administer this medication, will report administration of this medication and any side effects to a teacher, coach, or the individual in charge of the student during school activities and relieve the South Hackensack Board of Education and its employees of any liability as a result of any injury resulting from my child’s self-administration of this medication.
Parent/Guardian Signature: _________________________________ Date: ________________
School Nurse Signature: ____________________________________
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