Columbus City Schools

Health, Family and Community Services
61 South 6" Street

Columbus Ohio 43215

Health forms for all students with

Medicines at School
Please complete packet and return to nurse at child’s school

What'’s in this packet?
1) Guidelines for Medicines at School

2) Medication Authorization must be signed by parent and doctor and brought
to school with the medicine—if your student must take more than one
medicine at school, take extra copies as needed. Medicine cannot be at

school without signatures of both the doctor and parent.

3) Release of information allows the doctor to talk to the school nurse if there

are any questions

Questions? Please call your school nurse.

New, enrolling students, please contact:
Central Enroliment Center Nurse
Columbus City Schools Enrollment
(614) 365-4011 extension 2321

The Columbus City School District does not discriminate based upon sex, race, color, national origin, religion, age, disability, sexual orientation, gender identity/expression, ancestry,
familial status or military status with regard to admission, access, treatment or employment. This policy is applicable in all district programs and activities 5/15 Health



Columbus City Schools

N Health, Family and Community Services
61 South 6" Street
Columbus City Schools COlUmbUS OhIO 43215

Guidelines for Medications at School

Students needing to take medication during school hours must follow these guidelines:

e Provide the school nurse with a completed Medication Authorization Form signed by both the
parent/guardian and the healthcare provider.

e A new Medication Authorization Form must be completed each school year AND when the
medication or dose has changed.

e All medication must be in the original container in which it was dispensed by the healthcare
provider or pharmacy and be labeled with the correct dose and instructions.

o The label must match what is on the Medication Authorization Form.

o Students taking a medication at both school and home can request 2 separate labeled bottles
from the pharmacy to divide the pills to have some at home and school.

o Students using an inhaler, epinephrine pen or other emergency medications at school can
request 2 prescriptions from the healthcare provider in order to have a supply at home and
school.

e School personnel cannot give over-the-counter medications unless prescribed by a healthcare
provider. A Medication Authorization Form must be completed.

Prescribed over the counter medications follow the same guidelines as stated above for
prescribed medications. (Over the counter medications include pain medication such as Tylenol,
cough medicine, ointments.)

e Medications ordered three times a day or less, unless time is specified, may not need to be taken at

school. The medication should be given before school, after school and at bedtime.

All unused medication must be picked up by the parent/guardian on the last day of
school or it will be discarded.

The Columbus City School District does not discriminate based upon sex, race, color, national origin, religion, age, disability, sexual orientation, gender identity/expression, ancestry,
familial status or military status with regard to admission, access, treatment or employment. This policy is applicable in all district programs and activities 5/15 Health



Medication Authorization Columbus City Schools

-

to access and use prescribed medications during school Health, Family and C%Tg'lunlk’:ystshegwces

ONE FORM PER MEDICATION out treet

Columbus City Schools COlUmbUS OhIO 43215
Student Name Date of Birth School Year
Home Address School HR/Grade

Healthcare Provider to Complete: \

| verify the above student should receive this medication at school for treatment of

Columbus City Schools urges scheduling doses for times outside of school.

Provider Name

Medication Dosage Route

Administration Time(s) Beginning Date Expiration Date /end of school year
Instructions, precautions, and possible side effects

Other medications prescribed to this student (home & school)

Healthcare Provider Signature Date

______________________________________

Practice Address

K Phone

Fax \ y

-

Parent/Guardian Name

name, name of medicati

medication changes.

N

To the Parent or Guardian: The following information is necessary for any student who uses medication in school.
e Both the parent and healthcare provider portions of this form must be completed.
e A new Medication Authorization form is required each school year and when there is a change in the medication.

o | authorize the student named above to have access to and use the medication as ordered above.
e | understand the medication must be in the original container and properly labeled with student’s name, date, prescriber’s

e | assume responsibility for the safe delivery of the medication to school and will notify the school immediately with any
o | authorize Columbus City School Health Services staff to communicate with the student’s healthcare provider as needed.

¢ | release and agree to hold the Board of Education, its officials, and its employees harmless from any and all liability for
damages or injury resulting directly or indirectly from this authorization.

Parent/Guardian Signature Date

Parent to Complete:

Phone Numbers or

on, dosage, strength, route and time of administration and drug expiration date.

)

The Columbus City School District does not discriminate based upon sex, race, color, national origin, religion, age, disability, sexual orientation, gender identity/expression, ancestry,

familial status or military status

with regard to admission, access, treatment or employment. This policy is applicable in all district programs and activities 5/15 Health



Columbus City Schools
N . . . . Health, Family and Community Services
Authorization for Release of Immunizations 61 South 6" Street

and other Health Information Columbus Ohio 43215

Columbus City Schools
R R O NECOSIET

CHILD’S NAME DATE OF BIRTH

| hereby give consent for the exchange of the information as checked below concerning the above-named child between the party
indicated and Columbus City Schools.

Obtain Information From: ~~ Doctor
Clinic
Please fill in as < Street Address
much as you know
City State
. Phone Fax
Release Information to: Columbus City Schools

Attention School Nurse

Fax

Medical Information/Records:
O TB skin or TB blood test, chest x-ray report, and medication completion as appropriate
O Immunization record

O Other health information

This authorization will remain in effect for 12 months after the date | sign it. The information released could be further released and no
longer protected by privacy regulations. | understand that | may cancel this authorization at any time by sending a written request to
the Columbus City Schools at the address above. This request will not apply to information already released.

| hereby CANCEL the authorization as of this date: , signed

This information is requested for school enroliment.

X

Parent/Guardian Signature Date

The Columbus City School District does not discriminate based upon sex, race, color, national origin, religion, age, disability, sexual orientation, gender identity/expression, ancestry,
familial status or military status with regard to admission, access, treatment or employment. This policy is applicable in all district programs and activities 5/15 Health



