
THE LAPORTE SCHOOL


   ISD#306                                      

315 MAIN STREET WEST

LAPORTE, MN 56461
218-224-2288

FAX 218-224-2905

Serving the communities of:  Laporte - Benedict – Guthrie – Lake George – Kabekona
An Equal Opportunity Employer/Educator

KIM GOODWIN,
                                                                                                                 AARON DOMBECK,

SUPERINTENDENT
                                                                                                           PRINCIPAL

[image: image1.png]


                                        AUTHORIZATION BY PARENT/GUARDIAN
For medication self-administration

Grades 7-12

I hereby request that my child,_________________________________Grade:_________ be allowed to self-carry and self-administer the following pain relieving/fever reducing medication:  Tylenol; Ibuprofen; Motrin; Other___________________

Dose:______________Frequency:______________________________________________________(The dose and frequency must be within the recommendations on the bottle.)

Instructions: __________________________________________________________________

Allergies: _____________________________________________________________________

1. I understand this only applies to the pain/fever reducing medication and does not apply to any other type of medication.

2. I understand that my child must have this medication on his/her person or in a secured area at all times. He/she should avoid leaving it in an un-locked locker or any common place shared by other students.

3. I understand that my child’s name must be on the bottle and the medication must not be shared with any other student.

4. I understand that the signature for this privilege must be updated each school year.

Parent/Guardian Name: _____________________________Phone:__________________
PARENT SIGNATURE:_____________________________________Date:__________________

Student Agreement: 

1.I have been instructed on self-carry/self-medication procedures at school by the nurse and have verbalized understanding of correct management of medication.

2. I agree to the above requirements. 

Student Signature:__________________________________Date:______________

Nurse Signature:_____________________________________Date:_____________
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Our Mission:  To challenge all our students to acquire the knowledge, skills, and values necessary for lifelong learning, growth and responsible citizenship.
School Board Members: Chairman, John Seegmiller; Clerk, Joe Jorland; Treasurer, Jessica Howg; Susan Olson; 
Lisa Price; Stephanie Zubke; Holly Wright
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