ScHOOL BDARD of PoLk CounTy

PO-BOX39L .. . i ..1915 SOUTH FLORAL AVENUE
BARTOW, FLORIDA 13 BARTOW, FLORIDA 33830

(B63) 5340500 » SUNCOM 515-132] « FAX (BGJ) 534-0705

Dear Parent'Guardian;

In order to ensure student safaty and health, the Polk County School Board has
establistied a policy for the administration of medications during school hours.

it your child must be given medication of any kind during school hours, including
over-the-counter medications, you have the following choices:

You, or an adult chosen by you, may come to school and give the
medication to your child,

OR

2 ou may get a copy of the Authorization for Medication form from your
child's school and take it to your child's physician, medical provider, the
Health Department or & walk-In clinic. This form must be filled out and
signed by the doctor'mid-level practitioner and the parent/legal guardian.
Once completed, retumn this form to your child's school. Medication may
be given at school only when an Authorization for Medication is an file.

OR

% You may choose to discuss with your doctor/mid-level practitioner a
schedule for giving medication outside of school hours,

School parsonnel are not allowed to give any medication to students unless they
have received a properly completed Autherization for Medication signed by you
and your child's doctormid-level practiioner. OMLY an adult may transpont
medications to and from the school elinic.  The medication must ba received in a
pharmacy labeled/original container, labeled with your child's name. Medication

required to be spiit, must be done either at home or by the pharmacist befora the
medication is brought to school.

For your convenience, a copy of the Authorization for Medication is printed on the

back of this letter. Take a copy of this form with you whenever you take your child
to the doctor.

If you have any questions, please check with :.'nur child's schoal or call Palk County
Schooi Health Services at 291-5355.

Thank you for yourcooparation



Authorization for Medication
The following section is to be completed and signed by the PARENT:

S i Grade
Child’s Name choo
Last First Sex Date of Birth
()
Physician’s Name Address Emergency Phone

I request that my child be assisted in taking the medicine(s) described below at school by authorized persons
as authorized persons as authorized by me and my physician (see below).

[ [
Date Parent/Guardian Signature Home Phone Emergency Phone

The following section is to be completed by the PHYSICIAN:

Diagnosis for which medication is given:

| Name of medication:

|Ifmedicine is to be given at school, at what time?

If medicine is to be given “When needed”,
describe indications:

How soon can it be repeated?

List significant side effects:

Length of time this treatment is recommended:
Other information:

Place Office Stamp Here

Date Physician’s/Mid-level Practitioner’s Signature
Format Developed by: the American College of Allergists



