ARCHDIOCESE OF ATLANTA

MEDICATION PERMIT FORM

All medication should be given outside of scheol hours if possible. Throe-limes-a-day medicafions should be given
befors school, after school and at bedtime for optimal coverage. If necessary, medication ean be given at school only
under the following condifions:

1. If medication is nesded In order for the student fo remaln in school, this form must be completed by the
parent/guardian, signed by the physleian, and returned with the medication to the school office of nurse.

2. All necessary medication prescrlbed for a student by a doctor or denfist must have this Medication Permit Form
signed by the physician and parent. Alt prescription medication must be In the preseription bottle and labeled with a
curreni pharmacy prescription label, “Over the courter” medication must be in original lebsied container, Medications
sent in baggies or unlabeled contatners will not ba given,

3. The parent Is responsible to bring all medication {o the clinic/offica and to plck up unused medicine o il will be
destroyed.

4, Expedmental medication/dosages will not be given. Herbal medication, dletary supplements and other nutsitional
aids hot approved as medication by the FDA, will not be administered &t school.

5. Antiblofics will not be given at schoot by school personnel, ifthe parent feels the antibiotic must be given: during the
school day, the parent may come to the school pffice/clinie and administer It

6. Al medications must be kept in a locked cabinetfdrawer In the school office/clinic and administered Int the school
office/clinic.

7. High School students whose dogfor's wiitten Instructions require them te carry an inhaler on their person may da
s0. A gecond inhaler must also be kept in the clinic for use as needed. ifa student allows another person to uss the
inhaler, the privilege of carrying one's inhaler may be revoked for both parties involved. Only those students in High
School may transpori thelr medicafion from home to the school office/clinic, and refumn unused medication home.

8. Only the parent or adult designee perfom nebylizer treatments in school.

To THE NURSE OR HeEaLTH REPRESENTATIVE OF:, ScHoLL
HNaMmE OF STUDENT:, (GRAGE: Room:
NamE OF MEDICATION:,

DOSAGE AND DIRECTIONS FOR BIVING?

BEGINNING DATE: ENDING DATE:

| hereby request that the medicalion specified above be glven to ths above named student, and that the medication may be glven.by-
someons other than a medically tralned person.

| realize that the schoo! does not have to agree to aliow medication 1o be given 1o a student by school personnet. | understand that the
school's agreelng %o allow the medication o be given Is for my benefit and the student's beneft. Such agreement by the scheodl is
adequate consideration of my agreements contzinad herein. in considerafion for the school agreeing to altow the medicaion to begiven
{o the student as requested hereln, | agree fo indemnify and hoid harmiess the Archdiocese of Allanta, fts servants, agents, and
employees, Including, butnotlimited to the parish, e schoot, the principal, ang the Individuals giving the medication, of and from anyand
all ciaims, demands, of causes of acion asising out of or in any way connecied with the giving of the medication or failing to give the
medicafion o the studeni. Furiher, for sald consideration, |, an behalf of myszifand e other parent of the student, hereby refease and
walve any and all claims, demands, or causes of aglion against the Archdiocese of Atlania, [ts agents, servants, or employees, including,
but niot imited to e parish [if applicabie), the schaol, the princips), and the Individual giving or f=liing 1o give the medication.

SIBNATURE OF PARENT/GUARDIAN: DATE:

SIBNATURE OF PHYSICIAN; DATE:
{STAMPED SIGNATURE NOT ACCEFTRR)

PHYSICIAN'S TELEPHONE NUMBER:,

5300



ARCHDIOCESE OF ATLANTA
MEDICATION PERMIT FORM

All medication should be given outside of schoot hours if possible. Thres-times-a-day medications should ba given
before school, after schoo! and at bedtime for optimal coverage, if necassary, medication can be glven at school only
under the following conditions:

1. 1 mecﬁéation Is needed in order for the student to remain in school, this form must be completed by the
parent/guardtan, signed by the physician, and retumed with the medication fo the school offica or nurse.

2. Al necessary medication prescribed for a siudent by a doctor or dentist must have this Medication Permit Form
sigried by the physician and parent, Al prescription medication must ba In the prescription bottle and labeled witha
cuent phamacy prescription fabel, "Over the counter” medication must be in original labeled container, Medications
sent in baggles or unlabeled containers wil nat be given.

3. The parent is responsible fo bring all medication to the dilnicioffice and to pick up unused medicine or it will be
destroyed.

4. Experimental medication/dosages will not be given, Herbal medication, distary supplements and 6ther nuttitional
alds not approved as medication by the FDA, will hot be administered at achool.

5. Antiblotics will not be given at schoof by school personnel. Ifthe parent feels the antibiotic must be given during the
schocl day, the parent may come to the school office/clinic and administer if.

6. All medications must be kept in a locked cabinet/drawer in the school officefclinic and administered in the schoo|
officefclinic.

7. High School students whose doctor's written Instructions require them to carry an inhaler on #heir parson may do
&o. A second Inhaler must also be kept In the clinle for use as needed. fa student allows ancther personto usg the
Inhater, the privilsge of carrying one’s inhaler may be revoked for both parties involved. Only those students In Righ
School may transport thelr medication from home to the schoo! office/clinic, and retum tnused medication home,

8. Only the parent or adult designee perform nebullzer treatments in school,

To THE NURSE oR HEAL'TH REPRESENTATIVE OF: Scuot_x_
NAWE oF STupENT: GRADE; Room:_
NAME OF MEDICATION:

ADDITIONAL

PRESGRIPTON(S):

DosAGE{S) AND DIRECTIONS FOR GIVING:

BEGINNING DATE:! ENDING DATE:

I hereby request that the medicafion specified zbove be given fo thwe above named student, and that the medicaton may be given by
someone other han a medically trafned person.

I realize that the school does not have b agree o akow medicasion to be given o 2 student by school persanne!. [ understand thaf the
school's agresing 1o allow the medication to be given is for my beneft and the student's benefit. Such agreament by the school is
adequate consideration of my agreements contained hereln, In consideration for the schoot agreeing o alfow the medication o be given
to the student as requestsd herain, | agree fo indemnify and hofd harmiess the Archdiocese of Atlanta, Its servants, agents, and
employsss, Including, but not fimited to the parish, the school, the princlpal, and the individuals ghving the medication, of and from any and
all clalms, demands, or causes of action arising out of or in any way conhected with the giving of the medication or falting to give the
medication to the student. Further, for said consideration, i, on: behalf of myself and the other parentof the student, hereby release and
waive any and all claims, demands, or causes of action against the Archdiocese of Alanta, s agents, servants, of employees, incliding,
but not mited i the parish (i appllcable), the school, the principal, and the individual giving or failing to give the medication,

SIGNATURE OF PARENT/GLARDIAN: DATE:

SIGRATURE OF PHYSICIAN: DATE;
{STAMPED SIGNATURE NOT ACCEFTED)

PHYSICIAN'S TEL EPHONE NUREER:

5300



