
Medical Care Child’s Authorization
Trinity Lutheran School Burr Ridge, Illinois
(Fill out and return if your child needs medication during school hours.)

Name: _______________________________________________________________________________ 

Class: _________________________________________ Teacher: _______________________________ 

Condition covered on this form:__________________________________________________________ 

If this symptom, situation, or side effect occurs: 
1. ___________________________________________________________________________________ _____________________________________________________________________________________ 

[bookmark: _GoBack]Then this procedure shall be followed: 
2.___________________________________________________________________________________ _____________________________________________________________________________________ 

The law regulating the administration of medication in schools is the same as the law applied to hospitals and other institutions: Medication will be administered ONLY with the written order of the individual’s private physician. All medication must be in the original, labeled prescription container and kept in the school office. Medication to be administered:

Name of Medication: ___________________________________________________________________ 

Time Administered: ____________________________________________________________________

Dosage Administered: _________________________________________________________________ 

Prescribing Physician: _________________________________________________________________

Beginning Date: _______________________________________ Ending Date: ___________________

This form must be signed by the prescribing physician or be accompanied by a signed physician order when requiring the administration of medication. By signing below, I agree that I am primarily responsible for administering medication to my child. However, in the event that I am unable to do so or in the event of a medical emergency, I hereby authorize the School and its employees and agents, on my behalf and in my stead, to administer or to attempt to administer to my child (or to allow my child to self-administer, while under the supervision of the employees and agents of Trinity Lutheran School), lawfully prescribed medication in the manner described above. To indemnify and hold harmless Trinity Lutheran School and its employees and agents against any claims, except a claim based on willful and wanton conduct, arising out of the self-administration of medication by the pupil. 

Signature of Parent/Guardian: __________________________________________ Date: _____________ 
(Required for administration of care or medication) 


Signature of Physician: ________________________________________________ Date: ______________
