HILLIARD CITY SCHOOL RISTRICT
MEDICATION AUTHORIZATION FORM - A
PARENT/GUARDIAN AUTHORIZATION

PURPOSE: Completion of this form is necessary to comply with the Ohlo Revised Code 3313.713
and Hilliard Board of Education policy.

Student Name: - Address: DOB:
School: Teacher: . __ GRADE:

Regulations Regarding Non-Presoription Medication-Grades 7-12~
1. Students In grades 7-12 may self-administer & non-~prescription/
over the counter medication at the parent *s discretion. The

student 's parent must send a note with the student stating the name
of the medication, dose, time it is to be taken, date it is to be taken
and then signed by the parent. This note must be presented to a
administrator for their signature. The student may only cairy a one
day supply of medication on hisfher person. No such medication
shall be given tc another sfudent.

k‘ 5 School personnel will not be responsible for administration or
super\{lsion of non-prescription/self administered medication.

PART lll: Grades 7-12 ONLY: Nom-presciption medication (over the counter) authorizaion
Name of medication  Posage. — Frequengy. 4

Note: The stideat may only casiy.a one-daysupply of medication on his/liex person. No such
medication shall bu given to anpther student;Schiool personnel will not beresponsible for
admirdstration opstpervision of sel f-adininistered medication.

Signature of Parent/Guardian: __ e __Date L

e




