
PROCEDURE FOR ADMINISTRATION OF MEDICATION 

Prior to the School Nurses administering any medication, the health office shall 

have on file a Medication Authorization Form for the involved student, prepared 

by the student’s attending licensed prescriber in compliance with the Manasquan 

School District’s procedures, and signed by the student’s parent/guardian.    

Whenever possible, the parent/guardian should plan for medication to be administered at 

home, before and/or after school hours.  In situations when a student’s health could be 

compromised by not receiving medication during school hours, school district procedures must 

be followed for administering all medications.  

1. Medication is defined as prescription or non-prescription (over the counter) drugs, including 

vitamins and supplements.  

2. Administration of any medication requires both a physician’s written order and signed 

parental permission.  

3. Prescription medication must be in a pharmacy or physician labeled container.  Over the 

counter medication must in its original container, sealed and unopened with the manufacturers 

label, clearly marked with the student’s name.  

4.  It is the parent’s/guardian’s responsibility to bring the medication to school.  

5.  All medications to be taken during school hours will be kept in the School Nurse’s office.  It is 

the responsibility of the student to report to the nurse’s office at the proper time to receive 

his/her medication.  Students are allowed to carry and self-administer asthma medication or 

may use an Epinephrine Auto-Injector for anaphylaxis only after the school is notified, the 

student’s parent/guardian and physician have signed the Medication Authorization Form, and it 

has been approved by our School Physician.                  

 6. The parent/guardian must assume responsibility for informing the school, in writing, of any 

change in the student’s health or change in medication.  A physician’s order must accompany 

any medication change.  

7.  Medication must be picked up by a parent/guardian on or before the last day of school.  

Medication not picked up will be discarded. Medication authorization is to be renewed, if 

necessary, every school year. 

8.  The school district cannot dispense medication without the completed Medication 

Authorization Form received, reviewed, and approved. It is wise to have it completed and 

mailed to the Office of the School Nurse in August for the upcoming school year.   

Please note: Any missing information on the Medication Authorization Form will render it 

incomplete and it will be returned to the parent/guardian for correction, which may delay 

implementation of a pharmacological treatment plan  



 

 
MANASQUAN SCHOOL DISTRICT 

 

MEDICATION AUTHORIZATION FORM 

 

Student’s Name: ____________________________________________  Date of Birth: ______________ 

Grade: _____ Gender: _____ Home Address: ________________________________________________ 

Parent/Guardian Name: _____________________________________ Contact #: ___________________ 

I (we) request authorization and consent to have the school nurse administer medication to my child, 
while in school, as prescribed by our private physician. The Manasquan BOE hereby informs the parents 
of the above child that the district shall not incur liability as a result of any injury from self-medication. I 
hereby sign that I have read the above statement and will hold the MBOE harmless against any injury or 
claims that arise as a result of my child’s self-administration. 
 
Signed ___________________________________________________________ Date_______________ 

 

TO BE FILLED OUT BY PHYSICIAN 

Diagnosis: _______________________________Name of Medication: ___________________________ 

 

Dosage, Form & Time: __________________________________________________________________ 
 
If given prn, describe indications: _________________________ When can it be repeated? ___________ 
 
Significant side effects include: ___________________________________________________________ 
 

Is this medication for a life-threatening illness? _______ Is the child authorized to self- administer? ____ 
 

Has the child been trained by the healthcare provider? ________________________________________   
 
Length of time this order is valid (may NOT exceed school year): ________________________________ 
 

 
Physician’s Signature: ______________________________________________ Date: ________________ 
 

Physician’s Stamp:  
 

 
 
 

 

APPROVAL OF SCHOOL PHYSICIAN 
 

I have reviewed the above request and authorize the school nurse to administer the prescribed 
medication as ordered during school hours. 
 

School Physician’s Signature ________________________________ Date: ________________ 

 


