
Authorization,f,gf ,th-e-,,A4mirlistratior,r of Medication bv School, Child Care. and Youth Camo Personnql

ln Connecticut schools, licens€d Ghild Day Care Centers and Group Day Care Homes, licensed Family Day Cate Homes, and licensed Youlh Camps
adminislering medications lo children shall comply with all requkemenls regarding the Administration of Medications described ln the Stale Statutes and
Regulalions. Parents/guardians requesting medication adminislralion to their child shall provide the program with appropriate Mitten authorization(s) and the
medication hgtQre any medications ale administered. Medications must be in the original conlainer and labeled wilh child's name, name of medication,
directions for medicailon's administralion, and dale of the prescription.

Authorized Prescribefs Order (Physician, Dentist, Optornetrist, Physician Assistant, Advanced Practice Registered Nurse or
Podiatrist):

Name of Child/Student Date of Birth i / Today's Date_/_/_
Address of Child/Student

Medication Name/Generic Name of Controlled Drug? I YES I NO

Condition for which drug is being administered:

Dosage _Method lRoute_ Time of Administration _ Start Date _l _J _End Date _l _l _
Specific lnstructions for Medication Administration.

Time of Administration If PRN,

Medication shall be administered: Starl Date: End Date: _l_l_
Relevant Slde Effects of Medication n None Expected

Explain any allergies, reaction to/negative interaction with food or

Plan of Management for Side Effects

Prescriber's Name/Title Phone Numbor( )

Prescribel,s Address Town

Prescriber's Signature Date / /

School Nurse Signature (if applicable)

ParenUGuardian Autho rization:
E I request that medlcation be administered to my child/stuclent as described and directed above

E I hereby rsquesl lhat lhe above ordered medication be sdministered by school, child care and youlh camp personnel and I give permission for the
exchange of information between the prescriber and the school nurse, child care nurse or camp nurse necessary lo ensure the safe administration of
lhls medicalion, I understand that I must supply the school wilh no more than a lhree (3) month supply of medicalion (school only.)

n lhaveadministeredat.l-qast-onedosqpfth.e-nedi.q?.Liq0l.-o"mvqhild/Sludent.withoutqdvarqe.e.f.Fqts,'(Forchitdcareonly)

ParenVGuardian Relationship_ Dale I l_
Parent /Guardian's Address

Home Phone # (_)
SELF ADMINISTRATION OF MEDICATION AUTHORIZATION/APPROVAL

Self-administration of medication may be authorized by the prescriber and parenUguardian and must be approved by the school nurse {if
applicable) in accordance with board policy. ln a school, inhalers for asthma and cartridge injectors for medically-diagnosed allergies,
students may self-administer medication with only the written authorization of an authorized prescriber and wriften authorization from a
student's parent or guardian or eligible student.

Prescribeis authorization for self-administration: I yfS tr *O 
Sin;;i;r" Date

ParenVGuardian authorization for self-administration: ! YES fl NO
Signature

School nurse, if applicable, approval forself-administration: n YES n NO
te

Today,sDate-PrintedNameoflndividuatReceivingWrittenAuthorizationandMedication

Title/Position Signature (in ink)


