St. Joan of Arc School

5821 Pernod Ave.

St. Louis, MO  63139

Phone: (314) 752-4171   Fax: (314) 351-8562

ADMINISTRATION OF MEDICATION IN SCHOOL (ARCHDIOCESAN POLICY #4702)

School personnel should not dispense medication of any kind to a student in school unless acting under a direct order, signed and properly filed, of a licensed physician and with the written permission of the parent to dispense medication.  All medication sent to the school should be kept in a secure place under the supervision of the administration Non-prescription external or internal medication should not be administered by the school.

TO BE COMPLETED BY PARENT:

Child’s Name _________________________________________________ Homeroom _____________

My child has __________________________________________ drug allergies

I give my permission for the authorized persons at St. Joan of Arc School to administer medication to my child, ________________________________ as directed below.  The school has my permission to call the physician with any questions regarding the medication.

I understand and acknowledge that any medication administered to my child during school will more than likely not be administered by a registered nurse or other medical professional.  In consideration of the school administering medication to my child pursuant to this authorization, I hereby release and hold harmless the school, the Archdiocese of St. Louis, and their employees, agents, or representatives, from any liability that may arise from administering medication to my child.

Date: _____________________            _____________________________________________________










Parent Signature

TO BE COMPLETED BY PHYSICIAN:

Name of medication: ___________________________________________________________________

Dosage: ______________________________________________________________________________

Time Interval: _____________________________  
To be given:
From __________ to __________








Daily __________
as needed __________

Diagnosis or reason for giving: ___________________________________________________________

Special instructions/considerations: ________________________________________________________

_____________________________________________________________________________________

Date: ____________________
_______________________________________________________









Physician’s Signature








