SCHOOL DISTRICT Nursing & Wellness Program

. | 4 San Diego Unified
> X' :

PHYSICIAN'S RECOMMENDATIONS FOR MEDICATION
Birth Date:

Pupil's Last Name First Middle Age Month/Day/Year
/

Name of School School’s Fax Number Name of Teacher Room No./Grade

The California Education Code relating to the givof medications at school states:

49423, Notwithstanding the provisions of Secd@®422, any pupil who is required to take,
during the regular school day, medication présctifor him by a physician, may be
assisted by the school nurse or other desigrsateabl personnel if the school district
receives (1.) written statement from such phgsidetailing the method, amount, and
time schedules by which such medication is ttaken and (2.) a written statement from
the parent or guardian of the pupil indicating tiesire that the school district assist the
pupil in the matter set forth in the physiciastatement.

The San Diego Unified School District has impleteeirthis policy. The information requested on fbisn is necessary to comply

with the law and to insure adequate pradechdbr pupils.

TO BE COMPLETED BY A LICENSED PHYSICIAN

A. Nature of the condition requiring medication during the regular school:day

B. NAME OF MEDICATION METHOD OF ADMINISTRATION DOSAE APPROX. TIME OF DAY
1.
2.
C. Discontinue Medication No. 1 on ; discontinue Medication No. 2 on
Date Date

D. Upon receipt of medication orders, the schoetawand physician shall consult as needed.

Please Note: Only a licensed school nurse may administeremergency medication injection
at school under the following conditions:

* Acurrent physician's recommendation must bélen

e The medication and equipment for administratiust be furnished by the parent or physician.

. School district personnel and prescritphgsician may communicate to clarify matters ralatethis medication in school.
e Changes in prescribed dose and atbils of medication administration in school mustreceived in writing.

Physician's Signature License.N Telephone ovh/Day/Year

Print Name (Physician)
| agree with the above:

Parent/Guardian’s Signature &phone Month/Day/Year
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TO BE COMPLETED BY PARENT OR GUARDIAN
1. Please have adult deliver the medication and completed form to iteosl.

2. After the date for discontinuance of medicatipacified by the physician, changes to or continaa these
arrangements must be secured by filling out a ypelated copy of this form. All medication requestsst be
renewed each school year if continuation of thdioaion is necessary.

3. Irequest that the school nurse, or other perseigdated by the principal, administer the medicadie directed by the
physician on the front of this sheet. | understnad school staff has my permission to communiedatie the
prescribing physician on matters related to thislicaion.

Parent or Guardian’s Signature Month Day Year

PARA LLENARSE POR EL PADRE, MADRE O TUTOR

1. Por favor, pida a uadulto que entregue el medicamento y el formulario cotoda escuela.

2. Después de la fecha especificada por el médicodem@ontinuar el medicamento, se deberan indisazdmbios o la
continuacbn del procedimiento presentando una nueva copladéiecde este formulario. Todas las solicitudes de
administrachn de medicamentos deberan renovarse cada afiores@danecesario continuarlos.

3. Solicito que la enfermera de la escuela, u otraguer designada por el director/directora, admastmedicamento
segun lo indica el médico en el frente de esta higjgiendo que los empleados de la escuela ti¢aetorizacion para
comunicarse con el médico que recetd el medicanmesp®cto a asuntos relacionados con este medittamen

Firma del Padre/Madre o Tutor Mes Dia ARo
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