MARYLAND STATE
BALTIMORE CITY HEALTH DEPARTMENT
SCHOOL MEDICATION ADMINISTRATION AUTHORIZATION FORM

This order is valid only for the (current) school year Including the summer session,

School:

This form must be completed f'ul[y in order for schools to administer the required medication. A new medication administration
form must be completed at the beginning of each school year, for each medication, and each time there is a change in dosage or

time of administration of a medication, A
Prescription medication must be in & contaitier labeled by a pharmacist or prescriber. .

-]
o  Non-prescription medication must be in the original container with the label intact.
o An adult must bring in the medication to the school. :
.o The school nurse (RN) wd! call the presmber as allowed by HIPAA, if a question arises about the child and/or the
. child’s medication . )
PRESCRIBER'S AUTHORIZATIbN

Name of Stedent: Date of Birth: Grade:

Condition for which medication is being administered:

Medication Name: Strength:

Dose Route Tirne(s) In School,

PRN frequency: for what symptoms?

Relevant side effects: 0 None expected O Specify:

Medication shall be administered from: : S

MontlDay/Year Month/Day/ Year
(Use for Prescriber’s Address Stamp)
Prescriber's Name/title:
(Type or prnt)
Office #: FAX
Address:
Presceriber’s Sigoature:

(Original signature or gigm,__e stamp ONLY)

A verbal order was taken by the school RN Name): for the above medication on (Date):

DlsconﬁnueMedication (signature):

PARENT/GUARDIAN AUTHORIZATION

I/We request designated school personnel to administer the medication as preseribed by the above prescriber. I/We certify that
I/We have legal authority to consent to medical treatment for the student named above, including the administration of
medication at school. I/We understand that at the end of the school year, an aduit must pick up the medication, otherwise it
will be discarded. /We authorize the school nurse to communicate with the health care provider as atlowed by HIPAA.

Date:

Parent / Guardian Signature:
Work #:

Home Phone #: : ] Cell #:

SELF CARRY/ SELF ADMINISTRATION OF EMERGENCY MEDICATION AUTHORIZATION/APPROVAL
Self-carry/ self-administration of emergency medication may be authorized by the prescriber and must be approved by the school

nurse according to the State medication policy.

Prescriber”s anthorization for self-carry/self administration of efnergency medication:

Signature Date
School RIN approval for self-carry/self administration of emergency medication:
. Signature Date
Date received in health suite: ' by:
Order reviewed by school RN: . Date:
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School Medication Administration

Baltimore City Health Department
Policy

A1SCHOOL HEALTH PROGRAM

The School Medication Administration Pelicy applies to prescription and over-the-
counter medications:

1 All medication order forms must be contpleted by a medical provider and
signed by parent/guardian each school year, Forms may be obtained from
the school nurse/ health aide or from our web site at

www.baltimorchealth.org.

2. Medication cannot and will not be given unless completed forms for each
medication are received. Medication camnot be given without the order

form.

3. The firsi_dose of any new medication cannot be givén in school. (Exceptions
include: EpiPen, Meiered Dose Inhaler, Glucagon)

The medication must be brought to the Health Suite by a parenﬂguardian or
- responsible adult.

5. The school health staff will not administer any medication without written

erders from a health care provider. All medication must be pharmacy

Iabeled,.

6. The prescription medication must be labeled by the pharmacy with the -
student’s name, prescriber’s name, medication name, dose, route, time, and
expiration date. All inhalers must be in a pharmacy labeled box when
brought to the Health Suite. Al lubels must match health care providers

orders.

7. The gver-the-counter medication must be in the original unopened box or
container, Does not have to be pharmacy labeled.

A separate form must be completed for each medication preseribed. All
medication, time, or dose changes require a new medication form, g

9. Dlscontmued medication will be held for one week after request for plck up.
. All remaining medication beyond that date will be destroyed

10. Any student found with medication in school without orders from a medical
provider will have their medicine taken and held in the health suite.
Parent/guardian will be notified and requested to pick up medication.
Medication remaining after one week will be destroyed.

11. Medication will be destroyed if not pu:ked up by the last day of school or
When it expires.
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6. NURSING SERVICES |-

Baltimore City Hezlth Department
¢. Asthma-Student Health Questionnaire

SCHOOL HEALTH PROGRAM

Te better serve a student’s health care needs, the school health program requests this questionnaire
be completed for all students identified with asthma. PI_ease answer the following questions:

Date

Name -Date of Birth
Schoeol - Grade/Class
Parent/Guardian Home Phone
Address Work Phone
Medical Previder Provider Phone

1. What are the first signs of asthma attack for your child? Please describe below:

2. Does your child know his first signs and when to seek hel{;-? Yes No

3. What usually causes an attack, if known?

4, How often dogs your child have an attack? wk mo yr
5. Does your child miss days from school because of this condiﬁgm? Yes No
6. Is your cl_lild enrolled in the Chronic Health Impaired Program (CHIF)? Yes: No
1. W;:at medication(s) is your child cﬁr;ently taking? Please list names, dose and how often
taken

8. What is your child's current best peak flow, if known?

Additional information/Special instructions you would Jike to share with the school nurse:
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Maryland State Asthma Medication Administration School bg%@gw@m% Form

ASTHMA ACTION PLAN for | |

B ..mi.m@mwm.emmﬁ.

__to [ (or last day of summer school)
Student’s Name: DOB: PEAK FLOW PERSONAL BEST:
Parent/Guardian’s Name: Home: Work: . Cell:
>m...:§> mm<m§._'< D mxm_.n_mm Induced [ Intermittent

Ll Mild Persistent O Moderate Persistent

O Severe Persistent

; _H_ m«mmﬁ:_sm is mooa
100 No cough or wheeze’

O Can work, exercise, play
O other:

[ Peak flow greater than

Medication -

Dose Route

Frequency

{80% personal best}

. < ' : {Rescue Medication)
[l Priorto mxmqnmmm\%oﬁm\ physical mo_:nmao: -

If using more than us:nm per week for exercise, notify the health care v_,oSnm_. andp

arent/guardian.
ed to Green zone ‘Bma_nma_osm.*o_. m<_.=uﬂ03m

| YELLOW Noz m.".wmmncm ‘medications=-"to __umm_mn_a_

Cough or cold symptoms Medication Dose Route Frequency
‘Wheezing . _ )
Tight chest or shortness of breath

Cough at night
Other:

O -7 OF O 03 Ofs

Peak flow between and
(50%-79%,personal best)

i¥ m<§u.83m do'not improve in
If using more thari twice per'week, not

SYMPTOMS/INDICATIONS FOR MEDICATION USE

minutes, :oﬂ? ﬁ:m rmm_ns care u_,oSmm,. and um_.m:»\m:ma_m:.
ify the health care _u3<_nm_, and umqmi\mcm_,n__m:. .

- CHECK

_Smo__nmdo: is not helping within 15-20 mins
Breathing is hard and fast
Nasal flaring or intercostal retractions

O Medication
O

O

LI Lips or fingernails biue

I

0

j

Dose Route Frequency

Trouble walking or talking
Other:

Peak flow less than

(50% personal best) no:émnn .n:m _um..m:a\mcm_.n__m: mmm__. nm___sm wMH

Health Care v_,o<_nmw Authorization
! m:.zuo_,_wm the administration of the medications as ordered ahov

e. Student may self-carry medications: [ Yes 1 No
Health Care Provider Name: : Signature: Date:
Address: A City: Zip: Tel: Fax:
- Parent/Guardian Authorization

{ authorize the administration of

the medications as o_.am_,mn_ above.
Parent /Guardian Signature:

I acknowledge that my child [1i

is [0 is not authorized to self-carry his/her medication(s).
Date: ,

Reviewed by School Nurse: Name:
12/2013

Signature:

Date: Authorized 1 colf-rarrs modicatinme ™ oo 1 s



Baltimore City Health Umﬁmwgwﬁ

Zﬁwﬁm OmHo Plan — gmmﬁwﬂcn b&EEﬁ»ﬁeg

. Name

DOB

Pupil #

Annual Goal Student é~ receive me

&omﬂob as ordered by an mﬁ@oaﬁma prescriber

Service Provider(s) BCHD School Health Staff or mmm signee

The Service Provider is responsible for:

1. Administering the Hunmmod&om

medication(s) as o&ma& Jo% the Eo&o&
provider. -

2. goﬁﬂoubm the studerit for m&ﬁﬁm side

The Family is Hmmwcnmn:o for »w@

) mowcﬁenm

1 1. wHoﬁmSm Gurrent Bo&n& wﬁoﬁmﬂ
| orders for Eo&omaoum 8 be taken &.Eum

the mo_pooy day.
2. "Providing an adequate. m&%@ of

The School is responsible for:

1. mﬁoﬁ&bm a oobﬁ& wonw& wﬂoumm@ mHmm_

for medications. ]
2. Providing a private area moHEo&omﬁou

Nk mgwﬁ.mﬁou
effects, signs of over or under Bm&omﬂobu medicafions: No more than a: wo day -
and medication intolerance.” . supply. . . .
| 3- Enhancing the health education on - 3. Following up on Em&o& H@H.oﬂ&m
medication administration, reason and - 4. Providing current 8_@@&8@ pager,
need for taking medication, side effects, - | copy phone numbers.
name of Eo&omaohu visual Hoooméﬂob of
medication, etc.
4. Conferring with medical wHoSaﬂ. and
parents as umommme
BCHD Nurse’s mmmumgw Witness Signature

wﬁﬂ& Guardian mm.mH._mgm

Date
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