

	Twin Valley Community Local School District

100 Education Drive

West Alexandria, Ohio 45381-1184

(937) 839-4688  FAX (937) 839-4898

 - An Equal Opportunity Employer - 
	Request for Administering Medication

- Field Trip Only –



One Medication per Form

	School: TVS  
	 FORMCHECKBOX 
 Elementary
	 FORMCHECKBOX 
Middle School
	 FORMCHECKBOX 
High School

	Student:
	     
	
	     
	
	     
	
	Date of Birth:
	     

	
	Last
	
	First
	
	Middle
	
	

	Address:
	     
	
	     
	
	     
	
	     -     
	
	     

	
	Number   Street Name  
	
	Town
	
	State
	
	Zip + 4
	
	Telephone


	Part I.      Medication (one per form) to be Taken on the Field Trip – To be Completed by Physician

	The above mentioned student is under my care for (Diagnosis):
	     
	

	and should receive:
	     
	
	     
	

	
	Name of Drug
	
	Dosage and Route

	At the following times:
	     
	

	Administration to begin:
	     
	Administration to end:
	     
	

	Severe adverse reaction to be reported to the physician:
	     
	

	
	     
	

	Special Instructions:
	     
	

	
	     
	

	


	Inhalers 
	
	Epi-Pen

	Is student authorized to self-medicate?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	Is student authorized to self-medicate?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Inhaler to be:
	 FORMCHECKBOX 
Carried by student at all times
	Epi-pen to be:
	 FORMCHECKBOX 
Carried by student at all times
	

	
	 FORMCHECKBOX 
Kept in a central location
	
	 FORMCHECKBOX 
Kept in a central location
	

	Significant side effects: 
	     
	

	Duration of treatment:
	     
	

	Other information:
	     
	

	


	Part II:  To be Completed by Physician.

	Name(s) of Physician:
	     
	

	Address of Physician
	     
	

	Telephone Number:
	     
	
	Emergency Number:
	     
	

	Signature of Physician:
	
	
	Date:
	     
	

	


	

	Part III:  To be Completed by Parent or Guardian and Returned to School.

	I request that the above described medication be administered to my child according to the instructions provided.  I agree to deliver the medicine to the school in the container in which it was dispensed by the prescribing physician or licensed pharmacist.  I grant permission for the school nurse to confer with the above licensed prescriber regarding my child’s health and treatment issues as they pertain to the above medication/diagnosis and his/her educational and behavioral management needs.  If the above information changes, I will submit a revised statement signed by the physician.

	Signature of Parent:

Date:

     


	Address:
	     
	
	     
	
	     
	
	     -     
	
	     

	
	Number   Street Name  
	
	Town
	
	State
	
	Zip + 4
	
	Telephone

	Student:
	     
	
	     
	
	     
	

	
	Last
	
	First
	
	Middle
	

	Medication:
	     
	Start:
	     
	Stop:
	     

	Special Instructions:
	     


	Date
	Time
	Initials
	
	Date
	Time
	Initials
	
	Date
	Time
	Initials

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


	Acceptable Codes
	AB – Absent
	SD – School Delay
	
	Variance Codes
	VO – Omitted Dose
	VW – Wrong Child

	
	ED – Early Dismissal
	NS – No School
	
	
	VD – Wrong Dose/Amount
	VM – Wrong Medication

	
	FT – Field Trip
	NMS – No Medication at School
	
	
	VT – Wrong Time
	VS – Student Refused

	
	DC – Discontinue Medication
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