Forms ~ Medication Parmisston Requegt Form - 4802 (1/04)

Archdiocese of San Antonio
- Catholic Schools Office
MAEDICATION PERMISSION REQUEST FORM

According to the policies of the Archdiocess of San AnLonio, students are not allowed to carry medication on
thelr person, including non-preseription medications. (The only exoepuon is that, by physiclan direction, a

student may be allowed to carry and self-administer inhaler medication), Medicationy will be maintained
and dispensed by appointed school health coordinators, The fo 1owing steps must be taken before & sfudent

is allowed to take medication at school:
1, Parent/guardian must present this completed consent form fo the school
2. . Parent/guardian must bring the medication in the original prescription bottle, propet ly labelsd
by areglstered pharmacist as prescribed by law,

Medication may be given by school petsonnel provided that the prescribing health care provider completes
this form.
Grade:

‘Name of student:

Date of birth: ' School:
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TO BE COMPLETED BY HEALTH CARE PROVIDER

Medication #1 . .

Nameo Strength Pose Tlena (at school} Rots
Medication #2,

N Hirangii Dosa Time {at achoo!) Roula
Medication #3 : ,

Wime . Birength Dosa Time (at school) Rowts
Allergies:
Speclal instructions: -
Priniod Name of Benlth Cara Provider " Gignature of Healih Cate Frovider -
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TO BE COMPLETED BY PARENT
L , request that my child be glven the above medication a3
directad. {Printod Nams)
Signatare of parent/guardian: Dater
(Mobile)

Talephone! (Home) ‘ (Work)



ARCHDIOCESE OF $AN ANTONIO

Physician’s and Parent’s Certificate for Athletics

Student’s Name: Date of Birth:
Schook
PHYSICIAN'S REPORT
FHeight: Weighi: Body Type: Eyes: ~ | Ears:
Nose: Throat; Hearing: Heart: Lungs: |
Blood Pressure;
JOINT FUNCTIONS
Shoulders: _ Elbows; __ Hips: _mtm___Knees:

DENTAL - Circlé Defect
Cavities Bridges False Teeth Retainer Appliance
SKIN
Fungus__ Staph Neuromuscular
Genito-urinary  Hernia

Is student taking any medications routinely? Yes  No
Explain:

I'hereby certify that on this date I have examined the above student as indicated by items checked and

recommend him/her as being physically able to participate in the supervised activities that are not circled
below,

Basketball Cheerfeading Cross Country Soccer Softhall Track & Vield Volleyball

Date _... Signature of Examing Physician:

I hereby give permission for the above student to compete in Archdiocesan approved sports, and go with
the coach or other representative on any trips, The parent herewith grants permission for school enplovees
te secure medical services for the above student iF LeCDSsArY,

The undersigned agrees to be vesponsible in the safe return of all athlotic equipment issued by the school to

ifie above named student,

Daler _ Biguature of Pavent/Guardian

Evidenco of Student lnsurability:

Fieadib Insurance Company: Policy Number;




