                                                     Surry County Public Schools
Authorization For Medication Administration
(Over The Counter-Medication to be administered on a PRN basis)

	To be completed by the students Parent or Guardian
Name of Student:________________________________  D.O.B.:________________ Grade:______

                                          Surry   County   Public   Schools:
  Surry Elementary:  1600 Hollybush Rd-Dendron VA 23839        Phone: (757) 267-2558  Fax: (757) 267-0107
       Luther Porter Jackson Middle:  4255 New Design Rd 23839   Phone: (757) 267-2810   Fax: (757) 267-0809
        Surry County High:  1675 Hollybush Rd-Dendron VA 23839      Phone: (757) 267-2211  Fax: (757) 267-2978
Medication needed For:  (1)_____________________ Side Effects:_____________________ Action Required:____________
                                           (2)_____________________ Side Effects:_____________________ Action Required:____________
                                           (3)_____________________ Side Effects:_____________________ Action Required:____________

                                           (4)_____________________ Side Effects:_____________________ Action Required:____________                                       
Name of Medication / Strength of the medication:
Dosage: amount to be given
Route: by mouth/IM/inhaled
Time of day to be given:
Length of Time:
(1-4 codes below )
1

2

3

4

#1: School year: (__________)             #2: 1 month            #3: 10 days or 2 weeks            #4: 5 days or 1 week





                    

                 


	                                              To be completed by the students Parent or Guardian

Please sign and bring this form and the properly labeled medication to school. All medication
must be in its original bottle or it can not be administered. Your signature gives permission for the nurse/ principal’s designee to administer prescribed medication and gives the nurse/principle’s designee permission to contact physician / dentist if necessary.
I give permission for my child________________________________ to receive the above medication as directed from the school nurse/office staff or principal’s designee.

________________



________________________________

  (Date)



               (Parent or Guardian Signature)

                                                                       Phone:  _____________      ____________      ____________

    (Home)                     (Work)               ( Cell )



Received by : ____________________________________  Date :____________________
