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TO BE COMPLETED, SIGNED AND RETURNED ONLY IF YOUR CHILD REQUIRES MEDICATION(S) DURING SCHOOL HOURS.
    School:________________________                                                                                                                                                                                                              
                                                                                                                 School Year:___________________

      Dear Parent/Guardian:                                                                       DOB:___________Grade:________
In the event that your child must take medication during school hours this medication consent form must be signed by you and the physician prescribing the medication. This consent serves as permission for designated employees of the Nye County School District to assist your child. Nye County School District and its employees are released of any and all liabilities associated with the administration of the stated medication below. 

PLEASE NOTE: It is the Parent’s/Guardian’s responsibility to make sure there are appropriate amounts of medication available during the period of time your child will be taking medication. Please be aware of the expiration date(s) for the medication, as replacement may be necessary. In the event that there is any change in dosage or frequency of administration, this requires written consent from the prescribing physician.    When your child has completed the need for medication administrated at school or at the end of the school year, it is the Parent/Guardian’s responsibility to pick up any remaining medication. Medication will not be sent home with your child. Medication that has not been picked up by a parent will be disposed of at the closing of the school year. ______ (Initial please)

Student:_______________________________________________________________________________

Medication:____________________________________________________________________________

                         (THIS PORTION TO BE COMPLETED BY PHYSICIAN FOR ALL PRESCRIPTION MEDICATIONS)
Instructions***_________________________________________________________________________

                    (THIS PORTION TO BE COMPLETED BY PHYSICIAN FOR ALL PRESCRIPTION MEDICATIONS)
                        __________________________________________________________________________

*** All prescription medication must be in a labeled pharmacy container which includes the student’s name and instruction for administration. School personnel will not be allowed to receive  medication if any other type of container, i.e. baggie, envelope, etc, is used.
_________________________________________       ___________________________________________
     *Signature of Parent/Guardian                Date                 *Signature of Physician                        Date

PLEASE RETURN THIS FORM TO THE SCHOOL YOUR CHILD(REN) ATTENDS
Revised:  5/24/12
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