Parent/Guardian Authorization for Self{-Administration
of Medication by Chiid
SECTIONI: T¢ be compleled by parenVguardian

] autherize the YWinsiow Township School District 1o permit
{Narme of Parent/Guardian)

my child : to self-administer medication which
{(Name of Child}
has been prescribed by the physician named below.

! attest thal the need lor my child's self-adminisiralion of medicalion is due o a potentially life-lhrealening
#iness. | further attest thal my child has been instructed in the proper methods of self-administration of

medicalion.

| understand and fully agree thal the Winslow Township School District and its employees or agenls shall
incur no liability as a resull of any injury arising frorn the sell-administration of medication by my child or
ward. | further indemnify and hold harmiess the school district, ils employees or agents agains! any
claims arising out of sell-adminisiration of rnedication by my child or ward,

| furiher agree that the authorizations and acknowledgmenis made herein are effective for a ful) school
year beginning September 1 through June 30 and said aulhorization shall also include the months of July
and Augqust following thatl school year if my child altends a districl summer school. | 2iso understand and
agree tha! permission must be authorized each and every succeeding school year through the completion
of a new authorization ferm including a renewed physician's a physician's acknowledgment.

Date

Signaluie of Parent or Guardian

For school year beginning:

SECTION ll:  To be completed by the Family Physician

As physician lor | herein certity that this child has a
{Name o!f child)

polentially life-threalening condition which is and this condilion

necessilales thal he/she be permitted 1o self-administer a prescribed medicalion, while in school or while
attending a school sponsored tnip or funclion,

This medication is; Normal Dosage/Frequency

Route of Administration: Special Instructions:

Precaulions/Side EHecls:

! altest that the child has been instrucled in 1he proper method{s) of sell-administration of the above
prescribed medication and is capable of doing same In a safe and appropnate manner.

Dale:

Signalute of Physician

Telephone:

Prin: name of Physician
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