MEDICATION ADMINISTRATION FORM - OFFICE OF SCHOOL HEALTH
THIS FORM SHOULD BE USED FOR NON-ALLERGY / NON-ASTHMA MEDICATIONS ONLY
Authorization for Administration of Medication to Students for School Year 2016-2017
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frremmer/afeeaEs wAfe

DAY ASHIAT A SN (RECIIF BfFSHEE AT AGNAT STY TAF 3 (T3 FAF 472 9F2 X I T Iy
ST T TRFH 3 © TR FE ST AU el GfS | SN S (F, A TR FEAD FIR (STOI TS IARARTT
TIEAT IBF 3 3T (T (e 2@ IM© AT O ITIF FA© NEF| IFY FIRMT (FF F M@ TIIAR FAT 2F (FEF IRA
ST BN HIZEH Gels IFFH AN 1A AN TR FAS 2(F) ©I® IRTHYS (TFT A1 e 2(F; TIE@ T78 ST
(-2 T2 PrHIRE T 9T BICINT (BT 79, TROTHET T TSR A, S 3 fA%eT 547, ST A, (T,
(O] I 59 T JUF FA6 3T, [FOIE ST T@TS FI(© 2T AT/SIET AATS AT, FTOBIF (NF TTI1A TG (FAT 3T
8 ST A ST SEOS TP 7T 5T AT (T IN© FIpIA 1 ST T | S Sy (F A (Pl SIS 2R Al
FACE (LI BT JT 972 AECHIDS ST I-1 e 2| D SIS Sy (F, I[FTFA@ A7 TN Iffe AT TaNT (T S{ToT
T SRS SR S S FATATE 972 /01a midg =g e {0 FE o AN Sele 1|

fer s (@ @1 Frardie: fFafEe 39y 329 F3te 31 fa fos o73a F3te 3T T AT

ST Sfey (3, 9% TfS Ba 4G 233 G fEbers ore ag@ T (158%) F9F 1Mo N R FH96a (T e (35,
ST D AT G FH AN Lo AL FIR AN FEAF TFH 577 TAIA P9d P (B AGN @F AT (Fe) A9
FRFITTaT 97 ST S| A% 979.9% S TG DN SIETY Fa% (F, ARE FFAE Q@1 S MbEs 932 (8 33 St fnbers
T (2T IS (FH1 TR (FE39R6ANAZE)- 97 %S A FeT (R (359367 NI A8 IFF AT Fiel F7 27|
ST B (T, 92T ATIIH T AGGE T ST SI5Z6 TP SFIF TP 9P (616 SHT TS JeTII 933 NP TIHT|
T TEIEFS TPHAHCT RS [T T e 92 979.9%-97 TGS 9 | A S (F, 3457936 A3 ST ATH51,
932 SIE IYRTHFS IPHAFRT R FTE R T TR FAC1A7 92 Ha%-4 ows 017 IV e1F S 67 3@ | a2 %7+
T AEEPS AT F9 efs fFEHHEEG A1 f5893697936-99 (F1 | 797, 3 afb 382 AN 011" Sy ST @1,
a7 she | aft I fersfie 23 (3, 23579 ST SEeETel SER, (@ 9516 Frpt SR Sfaeaas T 2o I 99
T 9P ©f J7 FA G| AN S (T FEH5, f53925957936 93 SIH FACIET 3 ATBFH5INE SIS N FACET AR N
RS T, FTY AT/ fBfFIHT T AT NT SR [BFHT 1 T S S1a A7/ SRET S IBEE0 T
(TISTTTST, SITETEAT 8 TGS ©T TSR FAF e ez |

*fHTST (FUT 3FH: ATTSHAT IATTAATT 932 faTs fwy AT FIT TIT AT TATTAT IS ST AT oo 9%
AT AT ST forear 52 fore:

___ oSy 4% e FoiAe FAMR (T IARE NEAE FIINE 98 ST A A Tt T oo =iy (we 3 2@ @ | A=613
S ST TNE ST e fAtilTe IT T T34 F1, TRIHeT FAT 972 (S [N T2 FATF Se[enmet ffex| o0y

F1a FAM T A ANF AN 9 47 FTEF M@F NI SHE 58 6] TN (& TSR e, A N TAF O
ST bF T2 TISTTH I FOTUI(F FHIF Ty, A2 S FT NPT HIFHF 9T TISET A T TI2AES B RAO

(T ST Sy Sl (&2 i AT S Sy (F G A1 FOoT ST SFAH I T T NHAH o[ DA 7 973 (7 FT ©F
RS A Fa00 A & 71, ©F e 2@ | 89, SR FaNET FT= A 9 (799 FAE I I© I3 Joho a7
ST, (T3 D (NG (eT T N Tels APT6 ™8 (&Y (AT ‘N3 T fure 5ofs T Faw |
_ 3 R ARy, wiesng e a3 Fo I S it (F, (@1 IR 30 S Foe [ 1w 33N I3 FA©
3 T34 306 ¥ 2T, ©¥F ST AF NAIEH A ¥TEH ST FHel FA(© A3/ (7 FAN® THE |
__ of¥ aST1AT ToTHE FAMR (@, WA AT NINEI TPHCIAT TAFTINT AT FAT IEIR A3 (@19 FHT %

AT FINAT FII@ (ST ATTSHIT IFY ST AT AT, S AT TIIAE A3 (STHI T 0T FITT Svels A
A ST FoT @A Ararae fufem|
fresreTmbesa (T N2 PremreTafeeTaEa a3 =18 23w oy

*Confidential information should not be sent by e-mail T&l 24481 (Bengali) Rev 4/16



MEDICATION ADMINISTRATION FORM - OFFICE OF SCHOOL HEALTH

THIS FORM SHOULD BE USED FOR NON-ALLERGY / NON-ASTHMA MEDICATIONS ONLY
Authorization for Administration of Medication to Students for School Year 2016-2017
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DO NOT WRITE BELOW - FOR DOE AND DOHMH ONLY

Received by: Name

Date _ _ [__

/ Reviewed by: Name

Date __ _ [ __

Referred to School 504 Coordinator: (1 Yes [ No

Self-Administers/Self-Carries: [ Yes [0 No

Services provided by: 1 Nurse

[0 DOHMH Public Health Advisor

[ School Based Health Center DOE School Staff

Signature and Title (RN OR MD):

Date School Notified & Form Sent to DOE Liaison __

/

/

*Confidential information should not be sent by e-mail
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MEDICATION ADMINISTRATION FORM - OFFICE OF SCHOOL HEALTH

THIS FORM SHOULD BE USED FOR NON-ALLERGY / NON-ASTHMA MEDICATIONS ONLY
Authorization for Administration of Medication to Students for School Year 2016-2017

Student Last Name First Name Middle Dateofbith | OMale
MM DD YYYY [ Female
ATTACH STUDENT PHOTO HERE Guardian’s e-mail address OSISNumber _
School (include name, number, address and borough) DOE District Grade Class

The following sections to be completed by Student's HEALTH CARE PRACTITIONER

1. Diagnosis: ICD-10 Code O
Medication:

Generic and/or Brand Name
Preparation/Concentration:
Dose: Route:
Select the most appropriate option for this student:
o Nurse-Dependent Student: nurse must administer medication
o Supervised Student: student self-administers, under adult supervision
o Independent Student: student is self-carry / self-administer (NOT ALLOWED
FOR CONTROLLED SUBSTANCES):**
« | attest student demonstrated the ability to self-administer the prescribe
medication effectively for school/field trips/school-sponsored events.

practitioner’s initials
** PARENT MUST INITIAL REVERSE SIDE

In School Instructions
0 Standing daily dose: at _ _:

_AM/PM and i _AM/PM
AND/OR
O PRN

specify signs, symptoms, or situations
O Time interval: g __ minutes or g _ _ hours as needed.
0 If no improvement, repeat in _ _ minutes or _ _hours for a maximum

of __ times.
Conditions under which medication should not be given:

2. Diagnosis: ICD-10 Code O

Medication:

Generic and/or Brand Name
Preparation/Concentration:
Dose: Route:

Select the most appropriate option for this student:
o Nurse-Dependent Student: nurse must administer medication
o Supervised Student: student self-administers, under adult supervision
o Independent Student: student is self-carry / self-administer (NOT ALLOWED
FOR CONTROLLED SUBSTANCES):**
« | attest student demonstrated the ability to self-administer the prescribed
medication effectively for school/field trips/school-sponsored events.

practitioner’s initials
** PARENT MUST INITIAL REVERSE SIDE

In School Instructions
O Standing daily dose: at __: __ AM/PM and i__AM/PM

AND/OR

O PRN

specify signs, symptoms, or situations
O Time interval: q _ _ minutes or q __ hours as needed.
O If no improvement, repeat in _ _ minutes or _ _hours for a maximum

of __ times.
Conditions under which medication should not be given:

3. Diagnosis: ICD-10 Code O

Medication:

Generic and/or Brand Name
Preparation/Concentration:
Dose: Route:

Select the most appropriate option for this student:

o Nurse-Dependent Student: nurse must administer medication

o Supervised Student: student self-administers, under adult supervision

o Independent Student: student is self-carry / self-administer (NOT ALLOWED

FOR CONTROLLED SUBSTANCES):**
« | attest student demonstrated the ability to self-administer the prescribed

medication effectively for school/field trips/school-sponsored
events.

practiioner’s initials

* PARENT MUST INITIAL REVERSE SIDE

In School Instructions
O Standing daily dose: at

am/pm and __AV/PM

AND/OR

O PRN

specify signs, symptoms, or situations
O Time interval: g __ minutes or q _ _ hours as needed.
O If no improvement, repeat in _ _ minutes or _ _hours for a maximum

of __ times.
Conditions under which medication should not be given:

HOME Medications (include over-the counter)

For Office of School Health (OSH) Use Only

Revisions per OSH after consultation with prescribing health care practitioner.

O IEP

Health Care Practitioner LAST NAME FIRST NAME (Please Signature

Print)

Address Tel.No.(__ ) . Fax.No(__ ) -
E-mail address* Cellphone* () -

NYS License No (Required) _ - | MedicaidNo __ NPINoO. Date __ _/___/______ __

INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS

*Confidential information should not be sent by e-mail
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