
The Titusville Academy

A U T H O R I Z A T I O N F O R A D M I N I S T R A T I O N O F M E D I C A T I O N I N S C H O O L

The following section is to be completed by the PARENT/GUARDIAN:

Student ' s Name G r a d e H o m e r o o m

I request that my child be given the medication listed below as directed by the physician at school.

Parent/Guardian Signature Telephone

R E C O M M E N D A T I O N S A R E E F F E C T I V E F O R O N E ( U S C H O O L Y E A R O N L Y A N D
M U S T B E R E N E W E D A N N U A L L Y

The followins section is to be completed by the PHYSICIAN;

Diagnosis for which medication is given:

Name o f med ica t ions : Dose:
T i m e A d m i n i s t e r e d :

If medicine is to be given "WHEN NEEDED", describe indications:

How soon can PRN medicine be repeated?

List significant side effects:

Any restrictions or limitations:

Date prescribed: Date to be discontinued:

P L E A S E C H E C K T H E A P P R O P R I A T E O P T I O N
R E : C L A S S T R I P S

YES, the prescribed dose can be withheld on the day of the class trip.
YES, the time to be given can be adjusted with the parent/guardian.
NO, this medication must be given to the child at the scheduled time.

I verify that this child is free from contagion and this medication is necessary for the student to fully participate in the
school education plan.

P H Y S I C I A N ' S S I G N A T U R E D A T E

(Print) Physician's Name A d d r e s s Telephone Number

This form must be completed for all medication, prescribed and over the counter. Medications are to be brought to
school by the parent in the original container, labeled appropriately by the pharmacy. All medication will be kept in
a locked storage area. Authorization for Administration of Medication in School Form must be completed for each
school year.
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