P.O. Box 213030
Stockton, CA 95213-9030
(209) 468-5940
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EDUCATE - INNOVATE - INSFIRE

PRESCRIBED MEDICATIONS ADMINISTERED IN SCHOOL

*Student’s Last Name, First Name *Date of Birth

*School/Academy/Teacher of Record/Grade *Allergies

PARENTAL CONSENT FOR ASSISTANCE WITH MEDICATION ADMINISTERED BY SCHOOL PERSONNEL
TO BE COMPLETED BY PARENT OR GUARDIAN

Parent or Guardian Consent: 1 request Venhure Academy Famuly of Schools (WAFs) school muse or other unlicensed designated school personnel fo assist my chuld by admimstering the medication
as prescribed below by t'h.ephyslclan Myﬂpahnecau.ﬁrmﬁﬂla“hﬁmedlcahmbreqmmdmhegwendmmgthe school day as it 1s an emergency medication, given for specific health reasons, and'or otherwize
wounld require my child to remain home. My signature on this form gves VAFs permission to speak to my child's physician about the medical condifion(s) treated by the medication(s) hsted below. I acknowledze
ithiz prescription iz valid for one year (Ed Code § 49423).

nmlerstand that it is my responsibility: Califernia Educarion Cods #33308.5, 49400 and 49423 (CA Dept. of Education Program Advisory on Medication Administration, May, 2005)

To have my chald’s physm.z.u complete thiz form and acknowledge that 1t must be refwrned to the school murse with the medication before any medication can be grven

*  Enswre the medication 1s m the ongmal container with a pharmacy label that includes my chuld’s name presenibimg physician’s name, date, diagnosis, medication name, dosage, time(s), and special direchions
for use. Cher-the-counter medication mmst be m onginal, unopened contamer with my child's name on 1t. Parent/Guardian must provade all med.in:aiion., related equipmmt_ and supplies to admumster at.
Students may not transport medication, only parents/guardians may do so, with the exception of students who are allowed to camry ther medication on their person at all times. Parent/Guardian must also pick
up discontinned medication and‘or at end of school year. Failure to do so will result i the disposal of abandoned medications according to state and local laws.

. TD notify the school nurse of any changes in medication, dosage, frequency, time(s), reason for administration, health status change, or healtheare provider. Parent/Guardian must provide written

ion of these ch which nmst melnds 2 new order form, parent written consent, and updated pharmacy label/container.

*  Provide wntten notification of request o disconfinue a medicatton. Any request to re-start medication will requite a new wnitten authonzation from physician and parent.

* 1 onbehalf of myself, my chuld our heirs, executors, and assigns, hereby agree to hold harmless, release, and covenant not to sue the San Joaquin County Office of Education (Venture Academy), its officers,
employees, and agents, for any and all Lizbility, claim, or cause, of action of any nature whatsoever, including but not limited to personal injury or death from missed or refused doses or by side effects
resulting from the medication(s), which may result from the district’s assistance to admimister the medication or from my child’s self-admmistration of medication.

* Parent/Guardian Signature * Parent/Guardian Printed Name *Date *Phone Number
* herehy consent and acknowledge that my child may safely self-administer the following medications independently. [ ] Yes [ | No

PHYSICIAN’S WRITTEN AUTHORIZATION
TO BE COMPLETED BY AN AUTHORIZED HEATL. TH CARE PROVIDER

Physician’s Eunsent: Dear Doctor, per Califormia Education Eode #33308.5, 49400 and 49423 we are in need of the following information to authonze
the murse and/or other unlicensed designated school personnel to dispense prescribed medication at school, including over the counter medications:
=Medication is required to be given during the school day? [JYes [INo

*This child may self-administer the following medication(s)? [J¥es [INo

This order to remain in effect for one year, until orders change, or until: End of School Year
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School
Medication
#1

Schoal
Medication
#2

School
Medication
#3

*Physician’s Printed Name *NPI Number *Address *City/State/Zip *Phone

*Physician’s Signature AP must include furnishing#; PA must include supervising physician information) *Date
*REQUIRED INFORMATION: Failure to complete all areas will delay implementation of orders until all information is received in writing. Any
change in medication, doesage, or time must be authorized in writing by the physician and given to school personnel (school nurse).




