Medication Administration Record (MAR)

General Medication Form
{Including Asthma Inhalerand Epinephrine Autoinjector Use)

Student Information

y
Student name Date of birth

Student address

Schoo! Grage/Class Teacher School vear

List any known drug allergies/reacions Height Weight

Prescriber Authorization

Name of medication Circumstance for use
Dosage Route | TimeAnterval
Date to begin medication Date 10 end medication

Circumstances for use

Special instructions

Treatmentn the event of an agverse reaction

Epinephrine Autoinjector D Not applicable

O Yes, as the prescriber | have determined that this student 15 capabie of POssessing and using this autoinjector 2ppropnately and have proviaed the student
with training in the proper use of the autoinjector.

Asthma Inhaler O Nor applicable

O Yes, if conditions are satisfied per ORC 3317.716, the student mMay possess and use the inhaler a1 school or at any activity event of program sponsored by ot in which the
stugent’s school is a participant

Frocedures for school employees it the student is unable 1o administer the medication or if 1t does not produce the expected rehief
¥

Possible Severe Adverse Heaction(s) per ORC 3317716 and 313k
2) To the student for whom it is prescribed {that should be reported to the prescriber)

b) To a student for whom it 15 not prescribed who receives 3 oose

Other medication instuctions
Does medicauon reguire refrigeration? OYes DNo Is the medication a controlled substance’ O Ye: [ No

Prescriber signature Date Phone Fax

Prescriber name (print)

Rerminder note for prescriber; ORC 3313 718 fequires backup epinephrine autonjector and pest pracuce recommends backup asthma inhaler

Parent/Guardian Authorization

] I authorize an emplovee of the school board to aominister the above medication. B | unoerstand rhar additional parent/prescriper signed statements will be necessary if the
dosage of medication is chanoed. B | also authorize the hcensed healthcare professional to talk with the prescriber or pharmacist 1o clarify medication oroer

=} Medication form must be received by the principal, his/her designee, and/or the school nurse. & | understand that the medication must be in the original container and pe properly
labeled with the student’s name, prescriber’s name, date of prescription, name of medication, dosage, strengrn, ime interval, route of administration and the date of orug expirahon
when appropriate =

Farent/Guardian signature ‘ Date #1 contact phone #2 contact phone

Parent/Guardian Self-Carry Authorization

| m] for Epinephiine Autoinector: As the parent/quardian of this siudent, | authorize my child 1o possess and use an epInephnine autcinjector, as prescribed, at the school and any achivity, evenl, o
progrom sponsored by or in which the student’s school is a participant. | understand that a school empioyee will immedio tely request assistance lrom an emergency medicol service provider if this

medicarion is oaministered. | will provide a backup dose afthe medicanion ro the school principel or nurse as required by iaw

D For Asthma Inhaler' As the paren tauardion of this stugent. | authonize my

child 1o possess and use an asthme inhaler as Dprescribed, at the school end ony activity, event, or progrom spensored by
or tn which the stugent’s school 15 o pariicipant

Parent/Guardian signature | Date

k1 contact phone #Z contact pnone

HEA 7758 5411 O Fiie oer distnet policy




