SAINT JOHN THE EVANGELIST SCHOOL[image: ]
696 Washington St.
Canton, MA 02021
Health Office #: (781) 821–1353 

Medication Authorization Form

Student Name:_______________________________________________D.O.B._________________________Grade:_________
A current (valid for one year) Anaphylaxis Action Plan, Asthma Action Plan, Seizure Action Plan, and/or separate medication order signed or electronically signed by a licensed prescriber may be accepted in lieu of completion of the “Health Care Provider” section of this form. If such documentation is submitted, the “Health Care Provider” section may remain blank. The “Parent/Guardian” section must still be completed and signed, as both provider authorization and parent/guardian consent are required.
Health Care Provider

Medication_____________________________________________Dosage_______________________Route________________
Frequency______________________________________Time(s) of Administration___________________________________

Possible side effects:_______________________________________________________________________________________

Special Instructions:___________________________________________________________________________________________
[image: ][image: ]
Consent for self-administration if safe and appropriate:        Yes                                 No          

Date of order_____________________________Diagnosis______________________Drug/Food Allergies_______________	
 
Name of licensed prescriber:________________________________________Phone:_________________________________

Signature of licensed Prescriber_________________________________________________Date______________________


Parent/Guardian 

Print Name:__________________________________________________Relationship to student:_______________________

Phone:_______________________________Other medications (at parent’s discretion:______________________________
[image: ][image: ]
Consent for self-administration if safe and appropriate:           Yes                                No

I, the undersigned parent or guardian, give permission to the nurse to administer the above medication to my child. I authorize the nurse to share information about such medication administration as the nurse deems necessary for the health and safety of my child.

Signature of Parent/Guardian________________________________________________Date__________________________
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