
HOLLIDAYSBURG AREA SCHOOL DISTRICT MEDICATION AUTHORIZATION FORM 

I 1f iv,e permission for {child 11ame) ______________ to receive the d ated medi i::atior; .at schoo l accardir,.g t o sehool medication polisi::v. l 
telea.~e the Hollid:&y,!;butg .Area School O i,itrict -and ii:'!\ e1nplo·yees fron, .:,ny -el1Jin'1or liabHlly for :1>dn'1inistenng pres.e:ribed medie.'Jtirm to this student. ~ 

.B.lAl2..lltli.Hll.6,W.!iU1DQJtiLP..l.!Il.lllliP ON JHE a,e._QU)..E.;IW:£.EQB.M.Af!U)...:.A$.~.UME THE lUl.~,t,.Q~lll.J.l.tJJ:i$..A.1,.~!Al'.~.J2llUJ:tl~BM.. 1a,utMr~e t h<, ochoo l 
n1,1,r.$<:1 tQ i;«:>mmvni,;;;;,tt, with thr:> h¢;J1l\h c;>r(> pr1;1vltf 1;>r .;;,~ ,;tllowed by HIPAA. 

SVg;nature, _______________________,Relatton.shlpi _____________ Date,. _____ _ _ _ 

TO BE COMPLETED BY PHYSICIAN, OEN,T.tST, CRNP; PHYSICAN ASSISTANT 

I authorl~ ·the school nurse, substitute schoo'I nurse, or parent vo.lunteer nurse/physlda,n If on a field trip to admlnl'ster the following medication: 

StudcntName: _____________________________________Age:__________ 

Dosag-efRoute: ______________________________________________ 

Reason forMedlcation: _____________________________________________ 

If i,RN, for what svmptom(s}: ______________________________________ 

Sidueffcc:ts: -------------------------------------------------

PhysJdan Signature __________________________ Date ___________________ 

**"Please Note: Any deviation from the s-ch.eduled time will require a new order,'••• 

••'-+<<" ForSelf•Admlnlstratlon ONLY ·"*"'" 

TO BE COMPLETED BV PHYSICIAN FOR EMERGENCY MEDICATION je.g. lnhailer, Epipen) ON'LY 

Hollidaysburg Area School District p,erm:lts a s:tude,nt to possess and self-admlnlster emergency medication at school and at school-related functions. 
C:ompletli:m of the followlng Information by the authorlz:ed prescriber aek:nowledges that ·this student has been !lnstru~d and has ·the. skill$ and 
knowledge on self-admln.lstration ,of this medication. 

This stud~nt may carry this medication: ____YES ____ NO 

Authorized Prescrlber'sSlgnature: _ _______________ _ ______ _ _ _____ Date1 _ ________ 

TO BE COMPLETED·BY THE STUDENT (FOR ASTHMA lNHAl£R OR EP1PEN ONLVJ 

I acknowledge that t have b@en Instructed by ,mv medical care provider on the prop@r use of my lnhaler/Eplpen,. I agree to be solely reScpo.nslble for my 

lnhaler/Eplpen and to follow the directions for its use as ordered by my phy.skfan, as well as the district's. medkation pofft:y. I am aware ·that any abuse, 

of this prlvllege wm result in the conf1scation of ,my lnhaler/epipen. 

Student'sslgnature: _____________________________________Date-:~------

Pl.EASE SEE REVERSE SIDE fOR FAX NUMBE.RS ANO GU.DUNES 
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https://NUMBE.RS


GUIDELINES FOR TAKING MEDICATIONS IN SCHOOL 

£VERY Eff,ORT SHOULD BE MADE TO GIVE MEDICATION AT HOME 

The following medication guidelines are used by the Hollidaysburg Area School District. These guidelines enable the 

school health staff to provide the best possible service to your child. 

1. Whenever possible, medication should be given at home. 

2. The first dose of all new medication must be administered at home. 

3. The following scheduled medication times are not given at school and should be given at home: 

a. Once a day 

b. Twice a day (before & after school) 

c. Three times a day (before school, after school, & bed time) 

Medications that are ordered four times a day will require one dose to be given at school. 

4. In order for any prescription or over-the-counter medication, including students who are unable to self-apply 

sunscreen, or herbal remedies to be given at school, the medication must be accompanied by the completed 

medication Authorization Form (see reverse side) . 

5. The school nurse will call the prescriber as allowed by HIPAA if a question arises about the child and/or child's 

medication. 

6. Acceptable amounts of medication to be stored at school: 

a. 1 week supply for acute (short-term) illness 

b. 2-4 week supply for chronic (long-term) conditions. 

7. All prescription medication must be in the original pharmacist labeled container. Non-prescription medication 

must be in the original sealed container with the label intact. It is also important to make sure the bottle has a 

current expiration date on it. Staff may not dispense outdated medication. 

8. A parent/guardian or another responsible adult must bring any medication to the nursing office. Medication is 

to be delivered to the Nurse's Office upon student's arrival at school. 

9. All medications are kept in the Nurse's Office in a locked cabinet. The nursing staff will attempt to notify 

parents/guardians in advance when the child's medication supply is getting low. 

10. If your child takes medication in the morning at home, it is important to give it at the same time every day. If 

your child is coming to school late due to an appointment or a delayed school opening, the morning dose should 

be given as usual because the school dose will be given at the time ordered. Any deviation from the scheduled 

time may require a new order. 

STUDENTS ARE NOT PERMITTED IO CARHY ANY TYPE OF MEDICATION WHILE AI SCHOOL 

ELEMENTARY SCHOOL FAX NUM81ERS: 

C.W. LONGER 814•6'95,.5091 

:FOOT OF TEN 814-695-375:3 

FRANKSTOWN 814~696-483,3 

SECON0,ARY SCHOOL :FAX NUMBERS: 

JUNl10R HIGH 814-693-3907 

SENIOR HIGH 814-696-0167 

REV/3-22def 




