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MEDICATION INFORMATION* (ONE MEDICATION PER LINE) 
Medication:         Dose:           Route:           Time/Frequency:                Date to begin/end: 

*Generic substitutes are permitted unless otherwise specified. All medication and procedure orders are valid for the current school year.
Please report the following adverse effects to the Prescriber's office: ____________________________________________________ 
 

HEALTHCARE PROVIDER INFORMATION 

Healthcare Provider Name: 

Healthcare Provider Signature:       Date: 

Phone:             Fax: 

PARENT CONSENT FOR MEDICATION ADMINISTRATION 
Florida Statute 1006.062 requires written parental consent for a student to take medication during the school day.  
Please see the reverse side of this document for Guidelines for Administration of Medication.  
I agree with the above-prescribed medication regimen and authorize the personnel of The School District of Lee County, Florida, to 
administer medication to my child/student. Prescribed medication may be administered by unlicensed assistive personnel trained 
by the school nurse. I understand that these persons are unlicensed assistive personnel. It is understood that this medication will 
be administered, if needed, on field trips. I release the School Board and any of its employees from all claims, demands, damages, 
actions, causes of action, or suits at law or in equity, of whatsoever nature against the School Board and any of its employees for 
administering said treatment/procedure. I also authorize the school nurse to contact the prescribing licensed health care provider 
or his/her designee to exchange information concerning the purpose, dosage, and effects of this medication. I understand that 
all supplies are to be furnished/restocked by parent(s)/guardian(s). 

Parent/Guardian Name: 

Parent/Guardian Signature:                     Date: 

Contact Phone Number:       Alternate Phone: 

FOR AUTHORIZED SCHOOL PERSONNEL USE ONLY 
Medication:           # Received:     Staff Name/Initials:              Parent Name/Initials: 

Student’s Name: _________________________________ D.O.B: __________________ Student #: ______!!!!!!_____

!iagnosis "#$ %&! &'$(:________!!!!!!!!!___________________________!!!!!!!!!!!!!!!!!!!______________

239 768 2111 239 768 2113



 Guidelines for Administration of Medication 
The School District of Lee County 

Rev. 5/2025 

Guidelines for Administration of Medication 

1. DĞĚŝĐĂƟŽŶ ƐŚŽƵůĚ ďĞ ĂĚŵŝŶŝƐƚĞƌĞĚ ĚƵƌŝŶŐ ƐĐŚŽŽů ŚŽƵƌƐ ŽŶůǇ ǁŚĞŶ ŵĞĚŝĐĂƟŽŶ ƐĐŚĞĚƵůĞƐ ĐĂŶŶŽƚ ďĞ
ĂĚũƵƐƚĞĚ ƚŽ ĂůůŽǁ ĨŽƌ ĂĚŵŝŶŝƐƚƌĂƟŽŶ Ăƚ ŚŽŵĞ͘

2. A new Medication Authorization Form is required each school year and for any changes to the current
order during the school year.

a. The prescribing health care provider and the parent/guardian must sign and date the
ĂƵƚŚŽƌŝǌĂƟŽŶ ďĞĨŽƌĞ ĂŶǇ ŵĞĚŝĐĂƟŽŶ ĐĂŶ ďĞ ŐŝǀĞŶ Ăƚ ƐĐŚŽŽů͘

b. Only FDA-ĂƉƉƌŽǀĞĚ ΀ƌĞŐƵůĂƚĞĚ΁ ŵĞĚŝĐĂƟŽŶƐ ǁŝůů ďĞ ĂĚŵŝŶŝƐƚĞƌĞĚ ďǇ ƐĐŚŽŽů ƉĞƌƐŽŶŶĞů ;ŝ͘Ğ͕͘ ŶŽ
ŚĞƌďĂů ŵĞĚŝĐĂƟŽŶƐ͕ ƐƵƉƉůĞŵĞŶƚƐ͕ ĞƐƐĞŶƟĂů ŽŝůƐ͕ ĞƚĐ͘Ϳ͘

c. DĞĚŝĐĂƟŽŶ ĂŶĚ ƚƌĞĂƚŵĞŶƚ ŽƌĚĞƌƐ ŵĂǇ ŽŶůǇ ďĞ ĂĐĐĞƉƚĞĚ ďǇ Ă &ůŽƌŝĚĂ ůŝĐĞŶƐĞĚ ŚĞĂůƚŚ ĐĂƌĞ
provider (F.S. 464.003(19)(b)).

3. dŚĞ ƉĂƌĞŶƚ Žƌ ŐƵĂƌĚŝĂŶ ŝƐ ƌĞƐƉŽŶƐŝďůĞ ĨŽƌ ƚƌĂŶƐƉŽƌƟŶŐ ŵĞĚŝĐĂƟŽŶ ƚŽ ĂŶĚ ĨƌŽŵ ƐĐŚŽŽů ĂŶĚ ĨŽƌ ĚŝƌĞĐƚ
ĚĞůŝǀĞƌǇ ƚŽ ĂŶ ĂƵƚŚŽƌŝǌĞĚ ƐĐŚŽŽů ƐƚĂī ŵĞŵďĞƌ͘

a. WƌĞƐĐƌŝďĞĚ ŵĞĚŝĐĂƟŽŶƐ ŵƵƐƚ ďĞ ŝŶ ƚŚĞ ŽƌŝŐŝŶĂů ĐŽŶƚĂŝŶĞƌ ǁŝƚŚ Ă ƉŚĂƌŵĂĐǇ ůĂďĞů͕ ŶŽƚ ĞǆƉŝƌĞĚ͕
and matching the current physician's order.

b. Over-the-ĐŽƵŶƚĞƌ ŵĞĚŝĐĂƟŽŶƐ ŵƵƐƚ ďĞ ŝŶ ƚŚĞ ŽƌŝŐŝŶĂů ƵŶŽƉĞŶĞĚ ĐŽŶƚĂŝŶĞƌ͕  ŶŽƚ ĞǆƉŝƌĞĚ͕ ĂŶĚ
labeled with the child's name.

c. � ŵĞĚŝĐĂƟŽŶ ĐŽƵŶƚ ĂŶĚ ĐŽ-ƐŝŐŶĂƚƵƌĞ ĨŽƌ ƚŚĞ ĚĞůŝǀĞƌǇ ĂŶĚ ƌĞĐĞŝƉƚ ŽĨ ƚŚĞ ŵĞĚŝĐĂƟŽŶ ǁŝůů ďĞ
required.

d. /ƚ ŝƐ ƚŚĞ ƌĞƐƉŽŶƐŝďŝůŝƚǇ ŽĨ ƚŚĞ ƉĂƌĞŶƚͬŐƵĂƌĚŝĂŶ ƚŽ ĐƵƚ ŵĞĚŝĐĂƟŽŶ ŝŶ ĂĐĐŽƌĚĂŶĐĞ ǁŝƚŚ ƚŚĞ
ŵĞĚŝĐĂƟŽŶ ĚŽƐĂŐĞ ŽŶ ƚŚĞ ƉŚĂƌŵĂĐǇ ůĂďĞů ĂŶĚ ƉŚǇƐŝĐŝĂŶ ĂƵƚŚŽƌŝǌĂƟŽŶ͘

4. No more than a month’s supply (30-ĚĂǇ ƐƵƉƉůǇͿ ŽĨ ĐŽŶƚƌŽůůĞĚ ŵĞĚŝĐĂƟŽŶ ƐŚŽƵůĚ ďĞ ďƌŽƵŐŚƚ ƚŽ ƐĐŚŽŽů
by a parent/guardian.

5. Students are only allowed to carry and self-administer ŵĞƚĞƌĞĚ ĚŽƐĞ ĂƐƚŚŵĂ ŝŶŚĂůĞƌƐ͕ ƉĂŶĐƌĞĂƟĐ
enzyme supplements, epinephrine auto-ŝŶũĞĐƚŽƌƐ ĂŶĚͬŽƌ ĚŝĂďĞƚĞƐ ƐƵƉƉůŝĞƐ͕ ŵĞĚŝĐĂƟŽŶ͕ ĂŶĚ ĞƋƵŝƉŵĞŶƚ
ǁŝƚŚ Ă ĐŽŵƉůĞƚĞĚ ĂƵƚŚŽƌŝǌĂƟŽŶ ĨŽƌŵ ĨƌŽŵ ƚŚĞŝƌ ƉĂƌĞŶƚͬŐƵĂƌĚŝĂŶ ĂŶĚ ƉŚǇƐŝĐŝĂŶ ;&͘ ^͘ ϭϬϬϮ͘ϮϬ;ϯͿ;ŚͿ͕ ;ŝͿ͕
(k) and/or (j)).

6. EŽ ƉƌĞƐĐƌŝƉƟŽŶ ŶĂƌĐŽƟĐ ĂŶĂůŐĞƐŝĐƐ ǁŝůů ďĞ ĂĚŵŝŶŝƐƚĞƌĞĚ Ăƚ ƐĐŚŽŽů͘

7. �ůů ŵĞĚŝĐĂƟŽŶƐ ŵƵƐƚ ďĞ ƌĞŵŽǀĞĚ ĨƌŽŵ ƚŚĞ ƐĐŚŽŽů ƉƌĞŵŝƐĞƐ ŽŶĞ ǁĞĞŬ ĂŌĞƌ ƚŚĞ ĞǆƉŝƌĂƟŽŶ ĚĂƚĞ͕ ƵƉŽŶ
ĂƉƉƌŽƉƌŝĂƚĞ ŶŽƟĮĐĂƟŽŶ ŽĨ ŵĞĚŝĐĂƟŽŶ ďĞŝŶŐ ĚŝƐĐŽŶƟŶƵĞĚ͕ Žƌ Ăƚ ƚŚĞ ĞŶĚ ŽĨ ƚŚĞ ƐĐŚŽŽů ǇĞĂƌ͘  /Ĩ ŶŽƚ
retrieved by a parent/guardian, unused and unclaimed medicĂƟŽŶ ǁŝůů ďĞ ĚĞƐƚƌŽǇĞĚ ĨŽůůŽǁŝŶŐ ƉƌŽƉĞƌ
disposal procedures.
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