                Desoto County SchoolsUpdated 05/15/2023

                   Authorization to Administer Medication

Student:  ____________________________      School: ________________________________
Date of Birth: _____________ Please list any medication allergies________________________
Please check all that apply: Does the student have a 504 plan ____ IEP ____ or IHP _____ 
All medications authorized to be administered at school must be in the original pharmacy labeled container reflecting the most recent date the prescription was written (within the last 6 mo.).  The pharmacy label is our physician’s order to administer the medication. The school only administers medication that is ordered to be given during school hours. A responsible adult must bring the medication to the school. We will not accept medication brought to school by students.
Please name and briefly describe the medication below:
Medication:  _____________________________________ Strength: ______________________
Purpose:  ______________________________________________________________________
Dosage and time to be given:  _____________________________________________________
Special instructions (if it applies): ______________________________________________________________
*Note:  The first dose of any medication should be given at home in case there is an allergic reaction.

I have read and understand the above instructions and I request and authorize designated personnel of the Desoto County School District to administer the above-described medication.
___________________________________________         Date:  ________________________ (Parent/Guardian Signature)
Daytime telephone number:  ______________________________________________________
Doctor name and telephone number:  ______________________________________________

For Over-the-Counter Medication Only:
A physician’s signature is required for all over-the-counter medication. It is the parent/guardian’s responsibility to inform the school if the student was given medication prior to school hours. All OTC medications must be in the original container.

_____________________________________                  Date:  __________________________                          (Physician Signature)

Physician Office Stamp:

See Board Policy JGCDC for medication guidelines
