SCHOOL DISTRICT OF THE CITY OF ERIE, PA.
MEDICAL PROFESSIONAL STATEMENT REGARDING

SELF ADMINISTRATION OF MEDICATION AT SCHOOL
	Name of student
	     
	GR/HR
	     


	Name of medication
	     


	Diagnosis for which medication is given
	     


	Dosage
	     
	Time to be given
	     


	Can this medication be adjusted to accommodate class schedules?
	     


	If so, by how much?
	     


	If medication is to be given "PRN", describe indications and intervals
	     


	     


	List significant side effects
	     


	Other prescribed medication
	     


	Dates medication to be given
	     
	to
	     


This medication has been prescribed by me and it is realized that the container MUST be clearly labeled with the name of the medication, the amount to be given, the time of day to be given and the duration of treatment. The parent is responsible for taking a periodic supply to the school. The medication is to be given in school because the medication must be taken at a time when the child is in school and another time is not feasible.  

It is medically necessary for this student to carry his/her ___ inhaler / ___ epi-pen with him/her at all times.
YES   NO (circle one)
Student has been instructed in proper use of ___ inhaler / ___ epi-pen. 

Physician's Signature
In my professional opinion, student is qualified and able to self-administer the prescribed medication.



       ______________________________









Physician's Signature
	
	
	     

	Physician's signature
	
	Physician's name printed


Date:_____________________________

	
	
	

	Parent/guardian signature
	
	Student signature-self administering medication


Date:_____________________________
  Date:_____________________________

	
	School Nurse
	
	Administrator
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