	[image: image1.jpg]<l

Northern Lights

PUBLIC SCHOOLS.




	ADMINISTRATION OF MEDICATION TO STUDENTS


	F 317-1




ADMINISTERING MEDICINES TO STUDENTS

Name of Student _________________________________________________________________


Name of Parent/Guardian __________________________________________________________


Name of Physician _____________________________________Clinic _____________________


Name of Medication ______________________________________________________________


Diagnosis or Reason for Medication to be given ________________________________________


Precautions to be taken ____________________________________________________________


_______________________________________________________________________________


Medication Schedule:


Period of Administration 
-  Commencement Date ___________________________________






-  Date of  Termination ____________________________________

	DAY
	TIME(S)
	DOSAGE
	DESIGNATED EMPLOYEE

	Monday
	
	
	

	Tuesday
	
	
	

	Wednesday
	
	
	

	Thursday
	
	
	

	Friday
	
	
	

	Saturday *
	
	
	

	Sunday*
	
	
	




*  For use only during extra-curricular and co-curricular activities.   


Student’s Ability to Self-Administer Medicine:


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________

Possible Effects of Failure to Comply with the Medication Schedule:  ______________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


Means of Providing for Storage and Security of the Medication:


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


Assessment of the School’s Capability to Provide for the Administration of the Medication:


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


APPROVED BY:


(a)  Parent or Legal Guardian:


Date __________________________   
Signature _____________________________

(b)  Physician:



Date __________________________
Signature _____________________________

(c)  Principal:


Date __________________________
Signature _____________________________

