LAPORTE PUBLIC SCHOOL 
PRESCRIPTION MEDICATION FORM

PRESCRIPTION MEDICATION:

Parents of students requesting prescription medication to be given to their child during school hours by school staff are required to provide the school with the following information: 

[bookmark: _GoBack]1) The licensed prescribers' order
2) Written parent consent
3) Medication must be supplied in the original pharmacy labeled bottle

Persons actually giving the medication will be designated by a school nurse.

_____________________________________________________________ _______
Student Name                                                                                                                                                 Grade

_____________________________________________________   ______________
Parent Name                                                                                                                                           Phone

*****************************************************************************
LICENSED PRESCRIBERS ORDER:
(A copy of the prescriber order may be attached here.)

I have prescribed the following medication for this child and request it be given during the designated school hours.

____________________________________________  ____________    __________
Medication                                                                                                                Dosage                        Time

For treatment of: ______________________________________________________

Special instructions: ___________________________________________________

Possible side effects: (optional) __________________________________________

_______________________________________________________ 

Licensed Prescriber Signature: ________________________________________ Date: ____________________                                                                   

Physician Name: ____________________________________________ Fax Number: ______________________

*****************************************************************************
PARENT REQUEST FOR ADMINISTRATION OF PRESCRIPTION MEDICATION
_____I request this prescription medication to be given as directed by the licensed prescriber.

_______________________________________________________        ___________
Parent Signature:                                                                                                                                          Date:
							
