GARROLL COUNTY SCHOOL DISTRICT | 6A

{ro BE COMPLETED BY SCHOOL PERSONNEL]
School Year;, Dale form received;

School:
Tiwe acknowicdge receipt of this Physician®s Stateroent and Parent Authorization,

Student age: Date of Birth:

Student Namge:
Grade; " Homtroom/Chssroom:
. B . . . -
. ﬁl O BE COMPLETED BY PHYSICIAN QR AUTHORIZED ‘PROWDEE R '
Name of medfeation:
Rezson for medication:
Form of medicationfteshment:

OTabletoapsule . Dliquid  Oloheler [(Flojection  ONebulizer [ Other
Instrnctons (Schedule and dose t be given at school):

Start: O Date farmreeeived: O Other, 25 specified;
Stop: [End of school yerr O Other date/duration:

0 For episodic/emergency. events only

Restrictions and/or important side effects: 0 No rastrictions
DO Yes. Flézse deseribe; .

Speclal storage requirements: [TNone 0 Refrigerate
Other: '

Physician’s Signature FPhysicien’s Name:

Date; FPhone Address:

4 4 For Self- Administration ONLY ¢ ¢ ¢ ¥or SeM-Administration ONLY + ¢ ¢ For Sel-Administration ONLY + ¢ ¢ For Selt-Adminlstratlon ONLY¢s ¢

A rsucm! La' 158832 io KRS !58.8 ~ scool permiis a student 1o pz:s and. eLf‘-admim‘:!er hma oranigv!axis enicatr'on at school -
and of school-related fimctions upon cowpletion of the follawing Information by the parentf guardian and the student’s physician end watver of fiabllity by the
| ‘This student Bas bees lastructed on self-administration of this medication: fo be completed for asthmatic, dizbetic or severe allergle reaction {anaphylaxis) ONLY §
ONo 0 Supecvision required {3 Supervision not required .

This student may carmry this medicetion ONo Yes
Please indicate if you have provided additisnal Information:

[} On the back side of this form 3 As 7n attachment

¥ Siznatere;
g Physician or Autharized Provider

ﬁ% BE COMPLETED BY PARENT/ vaﬁ

is 1o receive the ebove sated medication af scheol eccording o
Schoot Board and its employees from agy claims or Tability connected with its relizoee on this prrmission.

1 give permission for (ame of child)
standani schoo} policy. Ireleast the
(Pareot/goardians to bring the medication in its ariginal container}

Date: Signature: Relationshipe
Homs phones, Work phoxne; Emergency phones,

Modeled afier the American Academy of Pediatries




