ADMINISTRATION OF MEDICATION/RUSSIAN

PA3PELUEHUE HA NPUEM NEKAPCTB B BAHKYBEPCKOM LUKONTbHOM PAWOHE
(Bknioyas nekapcTBa, NPMHMMaeMble Yepe3 poT M AN HAPYKHOTO NMPUMEHEHUS, TMasHble UMK YILHbIe Kanmu)

Wms/hamunus yyeHuka: YyeOHbIN roa:
[laTa Homep WKonbHOro
POXOEHUS: Knacc: Lkona: (akca: 360-313-

3TA YACTb ®OPMbI IOINKHA BbITb 3AMONTHEHA JIMLEH3UPOBAHHbIM MEAULIMHCKUM PABOTHUKOM (LHP), BbIMUCBLIBAIOLLIUM
NEKAPCTBA B PAMKAX CBOWX MONHOMOYKUH

Ha3saHue NneKapcTea:

[o3a, kak 4yacTo NPUHUMATb.

ﬂI/IaFHO3 UNn NpUYnHa HasHavYeHnA riekapcrea.

Ecnu gaBatb nekapctso no mepe Heobxogmumoctu (PRN), yTouHuTE
WHTEPBanbl MEXIy A03aMK:

B03MOXHble OCHOBHbIE NOGOYHbIE AENCTBMSA
nekapcraa:

O kakux HabntogaeMbIx Hamn NOBOYHbIX LENCTBUAX Mbl AOTKHBI
BaM coobLyathb:

Mo3eT nu yueHuK UMeTb Npyu cebe MHransTop/ Nonb3oBaThCs

UM Oa [1 Her[]  wunmEpi-pen Oa [ Herl]
£1 MpoLLy 1 pa3peLLato AaBaTh AaHHOMY y4aLLeMycs YkasaHHOe BbiLLE NIeKapCTBO, NPUMEHSIEMOE Yepe3 POT UMK HapyXHO, rMasHble
WNW YLUHbIE KANnK, AN AenaTh MHbEKLMIO Epi-Pen cornacHo ykasaHHbIM BbiLLE MHCTPYKLMSM C 1o (TonbKko

B TE4YEHUE TEKyLLEero yqe6Horo ro,qa), NOCKOJTbKY COCTOSAHME 3[00POBbA y4alllerocs 06yCJ'IaBJ'IMBaeT I'IpVIéM JNleKapCTBa B LUKOJbHbIE
Yachbl.

ITnueHsnpoBaHHbIN MeapaboTHIK Ha3BaHwe KIuHuKu [ata
(TpebyeTcs noanucs)

Wwms/dbammunus (nevatHbiMu Gyksamm) TenedhoH dakc

[Noxanyncta, NpUMUTE K CBEAEHWIO:

1. TlponucaHHoe nekapcTBO JOMKHO ObiTb NPEAOCTaBMEHO B LLKOMY B NEPBOHAYasbHOM YNakoBKe, Ha KOTOPOW (hapMaLeBT AOIKEH
yKa3aTb ums/chamunuio pebeHka, HasBaHWe NekapcTea, [03Y U Kak YacTo HYXHO AaBaTb IeKapCTBO.

2. JlekapctBa, npogaBaemble 6€3 peLenta, AOMKHbI ObITb B NEPBOHAYAEHOM YNaKoBKe.

3. Ecnu yyeHuky cnegyet npuHMMaTh NekapcTBo, JaHHOE Ha Npoby, Ha ynakoBke AOMKHO ObITb NOMEYEHO UMS/HaMUNINS YYEHMKa,
[03a, 11 B Kakoe BpeMs MpUHIMAaTh NeKapcTBo.

4. BbinucaHHble NekapcTBa A0MKHbI ObITb NPUHECEHDI B LIKOMY POAUTENEM/ONEKYHOM.

JTa YacTb hopMbl AOMKHA ObITb 3anoNHeHa poauTenieM/oneKyHOM

£ npoluy 1 paspeLuato LLKoMne AaBaTh BblLLeYKa3aHHOMY yyallemyCcs NEKapCTBO COrNacHO WHCTPYKLMAM MeAULMHCKOro paboTHUMKa.
KoHdmaeHLmansHOCTb MHopMaLmn, NpeSocTaBnsSeMON LUKONBHOMY paiioHy, rae yuuTcs Mo pebEHoK, salumieHa deaepanbHbiM AKTOM 0
lpaBax cemeit B cdhepe 06pa3oBaHNs N HEMPUKOCHOBEHHOCTM YACTHOM XWU3HW. A MOy aHHYNMPOBaTh 3TO pa3peLLeHne, Hanucas NMCLMO B
LIKOSBHbIN PanoH, rae yunTces Mon pebEHoK. Ecrv g aHHynmMpyto 3TO paspeLLeHune, 3TO He NOBUSIET Ha AENCTBNS, Y)Ke NPeanpUHSTbIE LWKOMbHBIM
paoHOM Ha OCHOBAHUW 3TOrO paspeLLeHNs.

locne nepBoHa4ans5HOMO PacKPbITUS MHEPOPMALMN O 300POBLE NULIO UMW OpraHW3aLius, NoMyUMBLLINE STU CBEAEHUS, MOrYT NOBTOPHO PacKpbITh UX
[anee TONbKO B COOTBETCTBUM C MPUMEHUMbIMU 3aKOHAMM O KOH(DUAEHLMANBHOCTY.

1 pato Bam paspeLueHne 0bpaTUTLCS K AaHHOMY MEWLIMHCKOMY pabOoTHWKY Anst OpraH13aumn MeayuLMHCKON MOMOLLM 1 HabnogeH!s 3a MOUM
pebEHKoM. A aato paspeLueHue:

MeauumHckomy paboTHKKY No hakcy nepecnatb 3Ty OpMY B LKOSTY [10a [ ] Her

Moemy peb&Hky nmeTb npu cebe MHransaTop M CamoCcTOSTENLHO BBOAUTL Cebe NekapCTBEHHbIN Npenapar ¢ ero NOMOLLbIo [lOa [JHer
Moemy pebéHKy UMeTb npu cebe 1 CaMocToATeNbHO BBOAUTL cebe conepxumoe Epi-pen [ a (] Her

1 NOHNMMAaI0, YTO LKOMbHBINA PalioH He HECET OTBETCTBEHHOCTY B CMyyae HaHECEHNS kakoro-nubo ylepba 3gopoBbio B pesynbrarte
CamOCTOSITENBHOMO BBEEHMS YYEHUKOM JIEKapCTBEHHOIO Npenapara; U 4To pOAMTENN/oneKyHbl AOMKHbI 0CBOBOANTD LUKOMbHBIN PalioH, ro
COTPYOHWKOB W JOBEPEHHbIX UL OT OTBETCTBEHHOCTH U BO3MeLLeHHs yiepba B criyyae Kakux-mmbo 1CKOB, BO3HUKLUKX BCeACTBME
CaMOCTOSATENBHOrO BBELEHNS YYaLLMMCS NIeKapCTBEHHOrO Npenapara.

[Mognucek poautensi/onekyHa [ara nognucu
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AUTHORIZATION FOR ADMINISTRATION OF MEDICATION IN VANCOUVER SCHOOL DISTRICT
(Includes oral administration, topical medications, eye drops, or ear drops)

Student’'s Name: School Year:

DOB: Gr.: School: School Fax: 360-313-

THIS PORTION TO BE COMPLETED BY THE LICENSED HEALTH PROFESSIONAL (LHP)
PRESCRIBING WITHIN THE SCOPE OF THEIR PRESCRIPTIVE AUTHORITY

Name of Medication:

Dosage/Frequency:

Diagnosis or reason for medication:

If given PRN, specify the length of time between doses:

Possible major side effects of
medication:

What observable side effects do you want us to report:

Student is capable of carrying/administering inhaler Yes [ ] No[] and/or Epi-pen Yes [ ] Nol[]

| request and authorize that the above-named student be administered the above identified oral medication,
topical medication, eye drops, ear drops, or Epi-Pen injection in accordance with the instructions indicated
above from to (not to exceed current school year), as there exists a valid
health reason which makes administration of the medication advisable during school hours.

Prescribing Licensed Health Clinic Name Date
Professional (Signature required)

Name (Print or type) Telephone Fax

Please note:

1. Prescribed medication must be provided in the container labeled by the pharmacist with the name of your
child, the name of the medication, the dosage and frequency in which the medication is to be given.

2. Over the counter medications must be in the original container.

3. If samples of medication are to be given, they must be labeled with the name of the student, dosage, and
time to be given.

4. Medications must be brought to the school by the parent/ guardian.

THIS PORTION TO BE COMPLETED BY THE PARENT/ GUARDIAN

| request and authorize the school to administer medication to the above identified student in accordance with the health care provider's
instructions. Confidentiality of information provided to my student’s school district is protected by the federal Family Educational Rights
and Privacy Act. | may revoke this authorization by writing to my student’s school district. If | did, it would not affect any actions
already taken by the school district based upon this authorization.

Once health care information is disclosed, the person or organization who receives it may re-disclose it only in conformance with
applicable confidentiality laws.

You have my permission to communicate with this health care provider in order to make arrangements for the care and supervision of
my child. | give the health care professional:

Permission to fax this form to the school [] Yes [ ] No
Permission for my student to carry and self-administer inhaler |:| Yes |:| No
Permission for my student to carry and self-administer Epi-pen L] Yes ] No

| understand the district shall incur no liability as a result of any injury arising from the self-administration of medication by the student,
and parents/guardians shall indemnify and hold harmless the district and its employees or agents against any claim arising out of the
self-administration of medication by the student.

Parent/Guardian Signature Date of Signature

Revised: 3/2015
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