
Winona Christian School 

MEDICATION AUTHORIZATION 

Release and Indemnification Agreement 


PART I 


I herby request Winona Christian School personnel to administer medication as 
directed by this authorization. I agree to release, indemnify, and hold harmless Winona 
Christian School and staffmembers from lawsuits, claim expense, demand or action, etc. 
against them for helping this student use medication provided Winona Christian School 
staffmembers comply with the physician or parent or guardian orders set forth in 
accordance with the provisions below. I have read the procedures outlined and assume 
responsibility as required. 

Medication - If the medication I. new, the first do•• mu.t be given at home to 
assure that the .tudent does not have a negatlv. reaction. 

First dose was glv.n: Dat.: ________ Tim.: 

Studem ______________________________________________ 

Last (Pi.... Prim) First M.I 

No Winona Christian School employee .han admlnl.t.r medication or 
treatment, unless the Headm_ter or his/her d••'gnee h_ personally reviewed 
an the required clearances. 

Part II 

Par.m or guardian to complet. and .'gn for the over-the-counter medications 
for relief of symptoms for headache, muscl. ache, orthodomlc pain, or 
menstrual cramps and for antibiotic and amlvlral medication. Physician must 
complet. and sign for all other medications. 

Dlagno••: _____________________________________________________ 

Medlcation: ____________________________________________________ 

If medication I. glv.n on an as-needed bMl.J .pecIfy the .ymptoms or 
conditions wh.n medication I. to be tak.n and the time at which It may be 
glv.n: 



Dosage to be given at school: ___________________ 


Tlme(s) or Interval between times to be given: _____________ 


Effective Date: 

CUwent8chooIYear ___________ From: ______ To: _______ 

If the student Is taking more than one medication at school, list sequences In 
which medications are to be taken: 

Physician Name Telephone Date 

ParentlGuardlan Parent/Guardian Signature Date 

Principal or Principal DesIgnee Signature Date 



PARENT INFORMATION ABOUT MEDICATION PROCEDURES 

1. 	Medications should be taken at home whenever possible In order that 
the student not lose valuable classroom time or have a shortened lunch 
period. Any medication taken In school must have a parent or lIuardlan 
sillned authorization; some medications require physician orders. 
Medication must be kept In the schoo....pproved location during school. 
The parent or lIuardlan must transport medications to and from school, 
except a high school student may carry an over-the-counter medication 
to and from school. 

2. 	No medication may be accepted by school personnel without complete 
and appropriate medication forms. 

3. 	A physician's stationary or prescription pad should Include the followlnll 
Information written In lay langualle with no abbreviations: 

• 	 Nama of student 
• 	 Date of birth 
• 	 Reason for medication or dlallnosls 
• 	 Name of medication 
• 	 Exact dos..e to be taken In school 
• 	 Time to take medication and frequency or exact time Inte."al dos..e Is 

to be administered. 
• 	 Sequence In which the medications should be taken In cases where 

more than one medication Is prescribed. 
• 	 If medication Is liven on an as-needed basis, specify the exact 

conditions or symptoms when medication Is to be taken and the time at 
which It may be liven allaln. (Repeat as necessary" Is unacceptable). 

• 	 Duration of medication order or effective dates. 
• 	 Physician's sillnature. 

• 	 Date. 

4. 	All prescription medications, Includlnll physician's prescription drull 
samples, must be In their orIlllnal containers and labeled by a 
physician or pharmacist. An over-the-counter medication must be In 
the orIlllnal container with the nama of the medication visible. The 
parent or lIuardlan must label the orlllinal container with the 

foIlowlna: 

• 	 Name of student 
• 	 Exact dos..e to be taken In school 
• 	 Frequency or time Inte."al dosalle Is to be administered. 

5. 	The first dose of any new medication must be liven at home. 



6. 	The parent or guardian Is responsible for su~lttlng a new fonn to the 
school at the start of the school year and each time there Is a change In 
the dosage or In the time at which medication Is to be taken. 

7. 	Medication kept In the school will be stored In a locked area acces.lble 
only by authorized personnel. 

8. 	Within one week after expiration of the eft'ectlve date on the physician 
order, or on the last day of school, the parent or guardian must 
personally collect any used portion of the medication. Medications not 
claimed within that period will be destroyed. 

9. 	Winona Christian School does not assume responsibility for authorized 
medication taken Independently by the student himself or herself. 
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