[image: image1.wmf]
Day & Boarding Student 

Controlled Medications Form 2007-2008

NOTE: Controlled medications such as those used in the treatment of ADD/ADHD, depression, etc, are dispensed daily by the Nurses in the School Health Centre. Boarding students are not permitted to keep these medications in their dormitories.

Student’s Name:

Grade:


For ADD/ADHD:

Please send copies of all documentation to the Academic Dean.

Date of testing (dd/mm/yy):

Place:


Address:


Telephone No. (00) 

Fax: (00)

Name of contact person:

E-Mail:


	1.
	I agree to the school’s Nursing staff administering medicines to my child as directed below. 
	[   ] Yes  [   ] No

	
	
	

	2.
	I agree to designated members of the staff administering medicines to my child as directed below when the Nursing staff is unavailable or when my child is on school related travel/ field trips.
	[   ] Yes  [   ] No

	
	
	

	3.
	I agree to update information about my child’s medical needs held by the school.
	[   ] Yes  [   ] No

	
	
	

	4.
	I will ensure the medication help by the school has not exceeded its expiration date.
	[   ] Yes  [   ] No

	
	
	

	PLEASE NOTE: The Nurses are sometimes away from the Health Centre on emergencies or on appointments; therefore, occasionally cannot administer medications at exact times.

	

	Signature of Parent / Guardian:

 Date:



/Cont…

Medications

Medication 1

Medical condition which requires this medication:


Name of prescribed medication:


Medication dose: 

Time each day:


Name of prescribing Physician: (please print)


Physician’s address:


Telephone No: (00)

Fax: (00)

E-Mail (please print clearly):


Medication 2
Medical condition which requires this medication:


Name of prescribed medication:


Medication dose: 

Time each day:


Name of prescribing Physician (please print):


Physician’s address:


Telephone No: (00)

Fax: (00)

E-Mail (please print clearly):


Medication 3
Medical condition which requires this medication:


Name of prescribed medication:


Medication dose: 

Time each day:


Name of prescribing Physician (please print):


Physician’s address:


Telephone No: (00)

Fax: (00)

E-Mail (please print clearly):







