JON FOR CMS STUDEN

T SchoolPhone & - . . n- ] ForSchool Use Only:

School Name * o
o o Date Recéived/Reéceiver's Signatiré:

% Medication Received?ljyas o
Student’s Name (Please prin€) - .~ Student's Date of Birth .| Date Approved/Nurse’s Signature

Entered in EHR? O yes B no

Written parent/guardian consent and an order from a healthcare provider Heensed in North Carolina are required for administering
prescription and over-the-counter medications at school (CMS Policy TLCD/Regulation JLCD-R). Contact the school nurse for help if
relocating from another state with orders from an out-of:state provider. Somé medications may not be suitable for a school setting. -
Additional documentation may be required -for some ‘medications (examples: research medications, medications with potential for
immediate sérious §ide effects). Contact the school nurse if you have questions, - r T T ) L

S DE

. é_ri possible, medications should be talen before of after schaol, Adimiistration of non-prnptmn medications at school is éged_;* o . o
o CMS action plans for asthma, 'diabetes, seizure disorders and severs allergies may be used instead of this form. See CMS Coordinated Schdol Health webpage.
o When using this form, complets a separate form for sach medication; write legibly; use lay terms.

s Complete Section3 for students who will self-carry and/or self-medicate

Medication: . R - | Controlled Substance? ‘O3 yes

{Qeneric/Brand) . ‘ . - : O o

Dose/Dasing Instructions: Route:

Administration Time: [ PRN (specify time ingerval):

Relationship to meals: (1 Not appticabte I With meals [ With snacks

™1 Other: ‘

Purpose: _ ‘ Check here if this medication is to be used for emergencies oﬁ]y. [

Side Effects/ Adverse Reactions:

Anticipated length of freatment, Other Instructions (including emergency situations): '

O3 School Year O3 Months (3 Weeks OJ Days

In my professional opinicn, it is medically necessary for this student to receive this medication during school hours. K

Signature of Healtheare Provider: ) ] Dates
Stamp, Print or Type Healtheare Provider’s Name & Address Office Phione
Office Fax

I understand: No medication will be given at school until this authorization has beenapproved by a school nurse. New authorization
forms are required at the beginning of every school year, when the dose or directions change, and when a new medication is
prescribed. It is my responsibility to supply the medication. Bach medication must be in the original labeled container from the
pharmacy or healthcare provider's office. Some pharmacies will provide an extra container for school use. Information about this
medication and my child’s health may be shared with school staff or agents of the school to Help assure my.child’s safety and
success at school. The schoel nurse may contact the healthcare provider who preseribed the medication and the pharmacy where
the prescription was filled to discuss this medication and my child’s health. Medications are given by a nurse or trained CMS staff.

e ] give permission for my child to receive the medication described above during school hours. I give permission for the healthcare
provider, pharmacist and their staff to provide information to the school nurse about this medication and my child’s health.

o  On behalf of my child, T release the Charlotte-Mecklenburg Board of Education, their agents and employess from any and all
liability whatsoever that may result from my child taking this medication af school. R '

Parent/Legal Guardian Signature: Date: Phone Numbers {mobile, work, home):

Parent/Legal Guardian (Print Name):

04/25/17 ml ‘ Med 1




Students Name [ Studenf’s Date of Birth

N‘ameot’Medi;:ation‘ S ' — B i . Pufposeof Medication

_ . ~ CMS ELIGIBELITY BEQUIREMENTS FOR SELF-MEDICATION o o N
Students with chronic conditions such as asthma, diabetés, severe allergiés and those who require frequent doses of non-pregeription products, may be eligible to self-
medicats. Self-admiristration of a controlled substance will be considered in rare instances whete potentially harmful medical apisodes may occur, For self-medication,
students: 1) must be mentally, emotionally, and physically capable of self-aministering medication, 2) must have been instructed in proper use and safe-kecping of their
medications, 3) must demonstrate matire and responsible behavior using their medication 4) must keop their medication secure on thelr own person of n SOMe Ut]"lel‘
manier agreed upon with the school nurse and the school administration, and 5) must not share medication with or dispiay to ofher studsnts. Th_e:.p;i_\_g'l_[e_ge_ of ?6Ing S
allowed to self-medicate tiay be takan away ifthere is any just cause. Failurs to follow CMS policies and regulations may result in sciplinary actlons ag'noted in the

Student Code of Conduct, The CMS Board of Eduostion, its designces and agents, do not assume responsibility fo self-medication by students. Additional details are
noted in CMS Palicy JLCD/Regulation JLCD-R, ) i . ' : : :

The student named above meets the CMS eligibility requirements for setf-medication. This student is capable of, has besn instructed on the procedures for and ha"s
demonstrated the skill to self-administer this medication as dirested iz Section 1 of this form. This student willziof requirs adult supervision while taking this
medication. ' ' ’ :

s this medication & controlled substence? [J yes [ no

Check applicable items below:

{7 Pleass allow this student to self-administer this medication while at school during school hours, : B

(3 This student shoutd carry this medication with him/her at el times during the school day, while at school-sponsored evests, 0T while in transit to or from school er
school-sponsored activities. .

Healtheare Provider Signature: . ’ Date:

Healtheare Provider (Print Name):

RDI . ' .

y is cdpal .medicating and meets the CMS eligibility requirements. I give consent to the Charlotie-Mecklenburg Scheols to al[qw my ‘child to s_qlf-
adwminister this medication at school. I understand that my chitd and T assume responsibility for the proper use and safekeeping of this medication. I this medication
is for a life-threatening emergency such as anaphylaxis or asthma, 1 agres to provide a backup supply of the medication to be kept at schaol in a location o which my
child has immediate access to assure the medication is available if needed. I refeass the Charlotte-Mecklenburg Board of Bducation, their agents and ei:np!t_‘)yecs from
any and all liability whatsoever that may result froin my child carrying or taking this medication at school. 1 understand that information about this medication and my
ohild’s health may he shared with other school staff and agents of the school to help assure my child’s safety and suceess at school. The school nurse may contact the
healthoare provider who preseribed the medication and the pharmacy whefs the prescription was filled to discuss this medication and my chitd’s health
Parent/Legal Guardian Signatare: ' Date:

Parent/Legal Gﬁardian (Print Name):

1 am capable of takinig this medication on my own, T agree to take this medication as ordered. I will keep it safe and out of the sight of others when T am not using it
1 will not let others hold or use my medication or medical supplies. I understand that I will be disciplined under the CMS Student Code of Conduct £ abuse tho
privilege ofbeing allowed fo self-medisats while at school or school spossored activities. I understand that I may lose the privilege of self-administering my medication
ifI do not follow these rules. L L ) ‘

Student Signature: ) K : ’ ’ Date:

Stadent (Print Name):

I have reviewed this roquost and acknowledge that this student has demonstrated the dleill fevel to self-administer fiis medication. I have informed this student that he
ot she nmust tell an anpropriate staff member whenever he or she has used the medication at sehool. - . :
Nurse Signature: . _ : Date:

Nurse (Print Name):

PRINCIP DES

have réviewed this request an pprove his student for self-administéring this medication.
Principal/Designee Signature: . | Date:

Principal/Designee (Print Name):

e ' Med 1



