Great

Request for Administration of Prescription Medication at School

Student Full Name: Date of birth:

Parent/Legal Guardian Authorization
| request that Great Hearts Texas administer the prescription medication listed below to my child

during the school day in accordance with the instructions on the original pharmacy prescription
label.

| authorize the licensed healthcare provider to disclose health information related to this
medication to the school and authorize the school to disclose this information to school personnel
with a legitimate educational interest.

| understand and acknowledge that:

e Medication must be provided in the original pharmacy-labeled container.

o Written authorization is required to discontinue this medication.

e | will notify the schoolimmediately of any changes to my child's medication or treatment
plan.

e Anyunused medication must be picked up by the parent/legal guardian at the end of the
schoolyear or when the medication is discontinued. Medications not picked up may be
disposed of in accordance with district procedures.

Medication Information

Medication Name:

Dosage:

Time(s) to be given at school:

Medication allergies:

Parent/Legal Guardian Certification

Signature:

Printed Name:

Date: Daytime phone number:

Medication Disposition

At the end of the school year or when the medication is discontinued:
LI 1 will pick up any remaining medication.
1 My child may take the remaining medication home.

(Controlled substances must be picked up by parents.)
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