Medication Administration Information

River Valley School District




 FORMCHECKBOX 
  River Valley High School      Phone: 608-588-2554  
Fax: 608-588-2827

 FORMCHECKBOX 
  River Valley Middle School   Phone: 608-588-2556
Fax: 608-588-2026

 

 FORMCHECKBOX 
  Arena Elementary
   Phone: 608-753-2519
Fax: 608-753-2519




 FORMCHECKBOX 
  Lone Rock Elementary         Phone: 608-583-2091
Fax: 608-583-2011



 FORMCHECKBOX 
  Plain Elementary
   Phone: 608-546-2228    
Fax: 608-546-4028




 FORMCHECKBOX 
  Spring Green Elementary     Phone: 608-588-2559
Fax: 608-588-2550



Student Name:  ________________________________ Birth date:  _____________ Grade: ____________

Parent/Guardian Name: ____________________________________________________________________  

Address: ______________________________________________
Phone:  ______________________


Prescription Medications 
Must be completed and signed by a physician
DAILY Medication:  Diagnosis:  ___________________________________________________

	Medicine
	Dose
	Route
	Frequency
	Duration
	Side effects to be reported to Physician

	
	
	
	
	
	

	
	
	
	
	
	


PRN Medications:  Administer for the following symptoms: _________________________________________

	Medicine
	Dose
	Route
	Frequency
	Duration
	Side effects to be reported to Physician

	
	
	
	
	
	

	
	
	
	
	
	


INHALERS:    FORMCHECKBOX 
 Student may carry inhaler and self-administer.

I agree to retain the power to direct, supervise, decide, inspect, and oversee the administration of the above medication(s).






_______________________________________
_____________________________

___________

Physician Name (please print)



Physician Signature



Date

_________________________________________________________

_______________________

Address










Telephone #

Non-Prescription Medications 
Parent or guardian can complete the information below. If the dose exceeds the recommendations on the bottle/package, a physician’s order is required.
Name of Medication:  __________________________________________
Dosage: _________________________

When is it to be given at school:  ______________________________________________________________________






Parent Permission for Administration of Medication
I hereby give my permission to authorize personnel of the River Valley School District to give medication to my child as described above.  I agree to hold River Valley School District, its employees and agents who are acting within the scope of their duties harmless in any and all claims arising from the administration of this medication at school.

I hereby give permission to the school nurse to contact the child’s physician, if needed.  I give consent for this information to be shared with staff members with an educational right to know.  I agree to contact the school nurse if any changes occur with the above request.

________________________________________________________

_______________________

            

              Parent/Guardian Signature (Required)





    Date


Revised 5/20nt
Record for Medication Administered by School Personnel  2011-2012
Student Name: ___________________________________    Gr/Tchr/School __________________________

Medication Name:  ___________________________________
Dosage: ____________________________

Start Date:  __________
Stop Date: __________
When to be given: __________________________

Side effects:  _____________________________________________________________________________
**  Sign and date at bottom to identify initials.  
  **  Write time, and initial when given.

**  Use one sheet per medication/procedure.
  **  Include completed form in Health Record.

	Day
	Sept.
	Oct.
	Nov.
	Dec.
	Jan.
	Feb.
	Mar.
	Apr.
	May
	June

	1
	
	x
	
	
	X
	
	
	x
	
	

	2
	
	x
	
	
	no school
	
	
	NO SCHOOL
	
	x

	3
	x
	
	
	x
	
	
	x
	NO SCHOOL
	
	x

	4
	x
	
	no school
	X
	
	x
	x
	NO SCHOOL
	
	

	5
	no school
	
	x
	
	
	X
	
	NO SCHOOL
	x
	

	6
	
	
	X
	
	
	
	
	NO SCHOOL
	x
	x

	7
	
	
	
	
	x
	
	
	x
	
	x

	8
	
	x
	
	
	X
	
	
	x
	
	x

	9
	
	x
	
	
	
	
	
	
	
	x

	10
	x
	
	
	x
	
	
	x
	
	
	x

	11
	x
	
	no school
	X
	
	x
	x
	
	
	x

	12
	
	
	x
	
	
	X
	
	
	x
	x

	13
	
	
	X
	
	
	
	
	
	x
	x

	14
	
	
	
	
	x
	
	
	x
	
	x

	15
	
	x
	
	
	X
	
	
	x
	
	x

	16
	
	x
	
	
	
	
	
	
	
	x

	17
	x
	
	
	x
	
	
	x
	
	
	x

	18
	x
	
	
	X
	
	x
	x
	
	
	x

	19
	
	
	x
	
	
	X
	
	
	x
	x

	20
	
	
	X
	
	
	
	
	
	x
	x

	21
	
	
	
	
	x
	
	
	x
	
	x

	22
	
	x
	
	
	X
	
	
	x
	
	x

	23
	
	x
	no school
	no school
	no school
	
	
	
	
	x

	24
	x
	
	no school
	x
	
	
	x
	
	
	x

	25
	x
	
	NO SCHOOL
	X
	
	x
	x
	
	
	x

	26
	
	
	x
	no school
	
	X
	
	
	x
	x

	27
	
	
	X
	NO SCHOOL
	
	
	
	
	x
	x

	28
	
	
	
	No School
	x
	
	
	x
	no school
	x

	29
	
	x
	
	no school
	X
	
	
	x
	
	x

	30
	
	x
	
	no school
	
	
	
	
	
	x

	31
	
	
	 
	x
	
	 
	x
	
	
	x


Initials = Administered
A = Absent      X = No School
O = Not given – comment below

Initial and Signature(s) of Person Administering Medication

1.

2.

3.

	Date
	# tablets rec’d
	
	Date             
	# tablets rec’d
	
	Date
	# tablets rec’d

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


5/11nt

RN


Review & Date








