LOWER CAPE MAY REGIONAL SCHOOL DISTRICT — Medication Administration Record

PRESCRIPTION Medication Form

| request that: Grade ID#

(Student Name)

Receives the following medication:

Prescribed by for

(doctor) (reason/illness)

This medication is to be given (daily/as needed/at lunchtime/etc)

Parent/Guardian Signature Date

e Absolutely NO medications will be given without WRITTEN parent/guardian PERMISSION.

Prescription medications MUST have a WRITTEN prescription from the doctor including medication name, dose, and time to be given.
Medications MUST be in the labeled prescription bottle from pharmacy.

Medications MUST be kept in nurse’s office.

Students must have appropriate paperwork to self-carry inhalers (asthma action plan) or epi pens (epi pen form).

e Use ONE FORM for each prescription medication.
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Nurse’s Signature:

Codes: A/Absent N/None Available D/Dismissed Early




