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Dear Parent/Guardian:

Welcome back to another school year. This is to remind you of the Opelika City Schools medication guidelines
established by the State Department of Education. Please read the information provided and follow the directions so
that we can continue to implement these guidelines with the least amount of difficulty for you and your child.

Prescription Medicine
If your child should need a prescription medication during school hours, including after school activities, you
(parent/guardian) have the following choices:

1. You may come to the school and give the medication to your child at the appropriate time(s).

2. You may obtain a medication form from your child’s school. Your child’s physician must complete all

areas of the prescriber section and sign the form. The form must include the medication needed,
dosage, reason given, potential side or adverse affects and the number of times per day the medication is to
be administered. You (parent/guardian) should also sign the form in the parent authorization section for
Opelika City Schools to administer the medication. A new form must be completed if your child’s
medication, dosage or times administered should change during the school year.
If your child’s physician feels that your child can self-administer his/her medication and has instructed
your child on self administration, he/she may sign for your child to self-administer certain medications
(asthma/emergency medications e.g. EPI-pens).  Students may not self-administer any controlled
medication, which would include ADHD medications.

3. You may discuss with your physician an alternative schedule for administering medication (e.g. outside of
school hours).

All medications delivered to the school must be in an original container with your child’s name and instructions on
the container that match the medication authorization form.

Over-the-Counter Medicine

If your child should need an over-the-counter medication during school hours, you (parent/guardian) must fill out
the medication form and return it to the school office. The form should accompany the over-the-counter
medication in the original container.

Topical Medicine
We can no longer provide or apply antibiotic/anti-fungal/anti-itch type ointments at school. If your child should

need any of these type ointments during the school day you may obtain a medication authorization form from the
school office. Return the completed form and topical medicine to your child’s school and the school nurse or
medication administration assistant will be able to apply the ointment according to the directions on the medication
form as long as the directions are in accordance to the topical medicine manufacturer.

There are certain medications or procedures that the State Department of Education and the Alabama Board of
Nursing have deemed can only be given or done by the license nurse in the school setting. Please contact the
school nurse or central office administration if you have questions or need further information.

Opelika City Schools does not keep any medication (e.g. Aspirin, Tylenol, Antacids) to administer to students or
staff. Please do not ask school personnel to administer medication that does not follow the guidelines outlined
above. Your child’s safety is our number one concern. In fairness to those giving medication and to protect your
child, there will be not exceptions to these guidelines. If you have any questions about the guidelines, or other
issues related to the administration of medications in the schools, please contact the school nurse at the following
number, 745-9700.

Thank you for your cooperation,
Catlierise Davie RN
Catherine Davis RN, BSN, NCSN
Opelika City Schools Lead Nurse

Healthy Students Learn Better!
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SCHOOL MEDICATION PRESCRIBER/PARENT AUTHORIZATION

STUDENT INFORMATION

Student’s Name Date of Birth
School Grade Teacher School Year
List any known drug allergies/reactions Height (inches) _ Weight (Ibs)

PRESCRIBER AUTHORIZATION

Name of Medication Reason for Taking
Dosage Route Frequency/Time(s) to be given
Begin Medication Stop Medication

Date Date

Special Instructions:

Does medication require refrigeration? Yes O No O

Is the medication a controlled substance? Yes 0 No O

Is self-medication permitted and recommended for this student? Yes 0 No O

If yes, do you recommend this medication be kept “on person” by the student? Yes O No O

Potential Side Effects/Contradictions/Adverse Reactions

Treatment Order in the event of an adverse reaction:
(Attach additional sheet or use the back of this form if necessary)

| hereby affirm that this student has been instructed in the proper self-administration of the prescribed medication (s).

Signature of Prescriber (please print) Date Phone Fax

PARENT AUTHORIZATION

I authorize the School Nurse, the registered nurse (RN) or licensed practical nurse (LPN) to delegate to unlicensed school personnel the task of
assisting my child in taking the above medication. I understand that additional parent/prescriber signed statements will be necessary if the dosage of
medication is changed. I also authorize the School Nurse to talk with the prescriber or pharmacist should a question come up about the medication.

Medication must be registered with the principal, his/her designee, or the school nurse. It must be in the original, unopened, sealed container and be
properly labeled with the student’s name, prescriber’s name, date of prescription, name of medication, dosage, strength, time interval, route of
administration and the date of drug expiration when appropriate.

Signature of Parent Date Phone Cell

SELF-ADMINISTRATION AUTHORIZATION

I authorize and recommend self-medication by my child for the above medication. | also affirm that he/she has been instructed in the proper self-
administration of the prescribed medication by his/her attending physician. | shall indemnify and hold harmless the school, the agents of the school,
and the local board of education against any claims that may arise relating to my child’s self-administration of prescribed medication(s).

Signature of Parent Date Phone Cell
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