BOSCOBEL AREA SCHOOLS

Medication Authorization Form

(Return to:  Boscobel School Nurse, 200 Buchanan St., Boscobel, WI  53805; fax # 608-375-4192)

Student & Medication Information

Name of student: ______________________________________ Grade: _____ Date of Birth: ____________

Reason for medication: _________________________________  Allergies: ___________________________
Medication & dosage: _____________________________________________ Route: ___________________

Time/Frequency: _________________________________________________________________________

Start date @ school: __________________ Duration: ____________________________________________

NOTE:  All non-prescription medications must be furnished by parent/guardian, and must be in the original manufacturer’s package.   Non-prescription medications will be dosed according to package instructions unless accompanied by practitioner approval.  Prescription medications must be received in their original container with proper pharmacy label.   Medication consents must be renewed each school year.  The school requires that some medications be transported home by a responsible adult.


 Check box if student may self-medicate     Approval: ________________________________________









                    (School Nurse Signature/Date)
Parent Consent…to be completed for both prescription and non-prescription medications
· I hereby give my permission to the school’s designated personnel to give medication to my child according to the directions stated above, and I agree to notify the school when any change in the above order is necessary.

· I give the school and the below-named practitioner permission to exchange information concerning the administration of this medication and the condition for which it is administered.

Parent/Guardian Signature: _____________________________________________ Date: _______________                     

Practitioner Order…to be completed for prescription medication

Name/location of practitioner: ______________________________________________________________

Phone: ______________________________  Diagnosis: __________________________________________
Possible side effects/precautions: ____________________________________________________________

Additional information or requests: ___________________________________________________________


    Check box if student may self-medicate
Doctor/Prescribing Authority Signature: ____________________________________ Date: ______________

