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Self-Carry/Administration of Medication Authorization  

A responsible, trained student is permitted to carry and/or self-administer medication on his/her person 

for immediate use in a life-threatening situation with a written order from a physician/prescribing health 

care provider, parent/guardian request, and school nurse and principal approvals. 

Student:  ____________________________   Grade: _______   Date of Birth: _________________ 

Condition for which medication is administered: ___________________________________________ 

Name of medication: _______________________________________   Dose: ____________________ 

Method of administration for medication: _________________________________________________ 

Timing /Indication for administration of medication: _________________________________________ 

Side effects to be noted/reported: ________________________________________________________ 

Other recommendations:________________________________________________________________ 

Dates of administration:  From ________ to _________ (not to exceed one school year) 

IN MY OPINION, THIS STUDENT SHOWS CAPABILITY TO CARRY AND SELF-ADMINISTER THE ABOVE 

MEDICATION. 

Physician: ________________________________  Telephone(s):  _______________________________    

Physician’s Signature: ___________________________________  Date: ______________ 

Parent/Guardian Authorization 

I request that my child, named above, be permitted to carry and/or self-administer the above ordered medication.  I take 

responsibility for this permission.  I understand that the medication must be in the original pharmacy container, labeled with the 

name of the student, prescribing health care provider, the medication name, date of the original prescription, strength and 

dosage of the medication, and directions for use.  No more than a 30 day supply of the medication will be kept at school.  This 

medication will be destroyed unless picked up within one week after the end of the school year or the end of the medical order. 

Parent Signature: _____________________________________________   Date:  __________   

Student Signature: ____________________________________________    Date: __________ 

Principal/School Nurse Approvals 

We accept the parent request and physician statement above.  We will permit/assist the student to be responsible with this self-

carry medication, but reserve the right to withdraw the privilege if student shows signs of irresponsibility, or if there is a reported 

safety risk.  In the event that a safety risk has been determined, the administration will contact parent/guardian as soon as 

possible. 

School Nurse’s Signature: ________________________________________   Date: _____________ 

Principal’s Signature: ____________________________________________   Date: _____________ 
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