OHIO STATE SCHOOL FOR THE BLIND

MEDICATION AUTHORIZATION

2011 SUMMER CAMPS/PROGRAMS
Name of Student:


Allergies:

	MEDICATION
	DOSAGE
	TIME

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ALL MEDICATIONS MUST BE IN THE ORIGINAL PHARMACY LABELED CONTAINER

I/we understand the parental responsibility to be 1) to deliver the medication to school in the original prescription bottle and give medication to school nurse; 2) have the MEDICATION AUTHORIZATION completed and signed by prescribing physician for all medication that is to be administered at school; and, 3) to recover any medication not administered at school.
                    Date




Signature of Parent/Legal Guardian

PHYSICIAN’S AUTHORIZATION FOR THE DISPENSING OF MEDICATION BY OSSB PERSONNEL


The above-mentioned student is under my care and should receive the medications as listed.



Date




Physician’s Signature 
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