OOE Policy #11

Attachment 1
DEPARTMENT OF CHILDREN AND FAMILIES (DCF)
OFFICE OF EDUCATION

DCF Regional School, _________________Campus
ADMINISTRATION OF MEDICATION

PERMISSION FOR IN-SCHOOL MEDICATION/TREATMENT

BY SCHOOL’S NURSE

Student’s Name:______________________________    DOB:_______________

I request the school’s nurse to administer the following medication(s) that I have provided for the above-named student.

The medication(s) are:

1.______________________________ which is for __________________________.

2.______________________________ which is for __________________________.

3.______________________________ which is for __________________________.

I request the school’s nurse to provide the following treatment(s) for the above-named student.

The treatment(s) are:

1.______________________________  which is for __________________________.

2.______________________________  which is for __________________________.

3.______________________________  which is for __________________________.

I will supply prescriptions from this student’s health-care provider for all medications and treatments.  I understand these prescriptions and this permission form are valid for one calendar year unless otherwise specified.

I give permission for the school’s nurse to administer medication/treatment to the above-named student as prescribed by the student’s licensed health-care provider.

________________________________

________________________________

Printed Name of Person Completing Form

Signature of Person Completing Form

________________________________

________________________________

Relationship to Student



Date

________________________________

Name of Health-Care Provider
