St. John’s Lutheran Church Authorization for Administration of Prescription Medication
Name of Child:







Birth date:




Parent/Guardian:







Phone:





Address:














Approved for Administration of Medications: Designated Adult Chaperone of Event:  ________________________
Part I – Physicians Statement:

1. Reason for medication










2. Name/type of medication










3. Dosage/amount to be given







:


4. Frequency/times to be administered









5. Duration (week, month, indefinite, etc.)








6. Possible reaction to medication (side effects, symptoms, etc)






7.  Contact me should the following occur:


















-------------------------------------------
Physician’s Signature


Address



Phone


Date Signed

Part II-Parent’s/Guardians Request/Approval:
I hereby request and give permission to the above-named church staff and/or chaperones to administrate the medication prescribed on this form to my child, and I authorize them to contact the child’s physician, if necessary.  I further exonerate St. John’s Lutheran Church and designated agents from any liability thereof.  I shall inform the church of any change in the child’s health or medication.


Parent’s/Guardian’s Signature








Date Signed

Part III-Designated Person(s) Administering Drugs:
I have agreed to administer the medication as requested by the parent/guardians and in accordance with directions listed by the above physician.
Adult chaperone
Date





Adult chaperone

Date


___________________________________________________________________________________________________                It is the POLICY of St. John’s Lutheran Church that Medication be brought in the ORIGINAL container.  Any medicine not in the ORIGINAL container will not be dispensed to any student.
