
DEPARTMENT oF r-/' 'r,n,

HEALTH
SERVICES

E6R

Dear Parent(s) / Guardians,

We would like to inform you of the school policies that have been put in place to ensure
the health, safety, and welfare of children who need medication during the school day.

Our school board requires that the following forms must be on file in your child's healtl
record and renewed every school year before we can begin to give any medications:

1. Signed Medication Order by the physician. The State of Louisiana Medication
Order form should be taken to your child's licensed prescriber (physicianJ for
completion and return to the school nurse. This medication order must be
renewed as needed with any medication changes during the school year and
provided to the school nurse.

2. Signed EBRPSS Parent / Guardian Consent for Medication Administmtion by
the parent / guardian to give t}re medication. Please complete the attached consent
form and give it to your school nurse,

3. Signed and completed State of Louisiana Authorization for Release of
Confidential Information by the parent / guardian.

Medication should be delivered to the school nurse, or designated person, in a container
with a label from the pharmacy by the parent / guardian or a responsible adult whom you
designate. Please askyour pharmacy to provide separate bottles for school and home
use. No more t}ran one month's supply (twenty-five) day supply of ttre medication should
be delivered to the school.

The EBR Medication Poliry can be found at:
https://ebrscho ols.o rg/CAPS/EastBatonRo ugeCAPS.htm

lf you have any questions, please contact the school nurse at your child's school.

Thank you for your cooperation,

Sincerely,

School Nurse
School Fax #: (225)

School phone #: (225)



STATT] OF I-OUISIANA

MEDICATION OIIDER
To BE CCTIPLEI'ED B\ LA 1' ()R \lS L|( E\Sl.l) PRIISCIRIIltlR

Studcnt's Name

School:

DOB
(;rirdc

PART I; I,AREN.T OR LEGAL GUARDIA\ TO C]OMPI,ETE

Parent or Lcgal Guardian N0nrc (prinl)

Parcnt or Lcgal Guardian Signature Datc

I'AIIT 2: l-lcE\Sl-D PI{I-SCRIU[-R 1O ( O]lPLL l E

l. Relevanl Diagnosis(es)
2. Student's Ceneral Health Slatus

I Medication:
Slrength of mcdication:_Dosagc ( rnount to be givcn)

Roulc: fl By mouth fl By inhalation D Othcr_f'rcqucncy Time ofeach dosc _
ALL PRN MEDICATION MUS'T DENOTE TIME INTERVAL BETWEEN DOSAGE

Spetial<ircrtttrshncc.\ nlusl hc dppt()vci b.t -yL-hool ntrsc.

Duration ofmedication ordcr: OUntil end ofschool tcrm OOther
Desired Effect:

{
5

(r

ll
r)

I'ossiblc side-ell'ccts of mcciication
An) contraindicalions fbradminrstcring rncdication
Allergies to tborl rrr rreiiicinc include
Olher nrcdicaliorls taken al home:

l0.Next visir is

Licenscd Prescriber's Nanre (Printcd) Addrcss Phonc,Fai Nunrbers

Liccnsed Prcscribcr's Signaturc Crcdcntials (ic.. MD. NP. DDS) ,\Pl{N n I).tlc

Each medication ordcr must bc written on a scparate order lorm. Any tuture changes in directions tbr medication
ordcred require new medication orders. Orders sent by l'ax are acceptablc. Legibility rnay require nrailiDg original b the
school. Ordcrs to discontinuc illso musl be writtcn.

PART 3: LICENSED PRESCRIBER TO CONIPLETE AS APPROPRIATE

Liccnsed Pt'esct tbcr 's Signatttt c Crcdcrtials (i.e.. MD. NP. DDS) APRN B Dulc

Inhalants / Emergency Drugs
Rcleasc Form lbr Studcnts to be Allowed to Carry Mcdicalion on His/Her Person

use this space only litr students *ho will se4-adninister medicalioh such ds aslhmo inhaler.

l. ls the student a candidate lbr sell'-administration'l flYes DNo

2. Has this student bcen adcquatcly instructcd by you or your staffand demonstrated competence in scll-administration

of medication to the degree that he1'she nray self-administer his/her medication at school. provided that tlrc school

nurse has dcrcrmined it is safc and appropriatc for this studcnt in his/hcr parlicular school seltinSl f, Ycs D No



EBRPSS PARENT/GUARDIAN CONSENT FOR MEDICATION ADMINISTRATION

Student

School: Teacher

Grade

ParenVGuardian

Home/Phone Cell

Other persons to be notified in case of emergency

Address

Name

Name

Relationship

Relationship

Medication to be given at school

Special lnstructions for giving your child this medication

Does your child have any allergies? No - Yes

List any/all medications your child takes at home

lf yes, please list

The questions below (1-5) must be answered in order for your child to receive medications at school:
All answers must be "yes" before medication can be administered by trained unlicensed personnel

1. Have you received and reviewed the EBRP School Board l,4edication Policv? Yeso N oo

2. Do you give permission for the school nurse to share with designated trained unlicensed personnel
information about your child relative to medication administration as the nurse deems necessary? Yesr
NoL,

3. Are there any restrictions on this release? _
4. Do you understand that you may retrieve the medication from the school at any time and that the

medication will be destroyed after you have been notified if it is not picked up within two weeks following
the end of the term or when the medication orders are discontinued? Yesi: No-

5. Have you administered the initial dose at home and have you allowed sufficient time (overnight) for
observation of adverse reactions before asking school personnel to administer the medication? Yesa
No:l

I understand and agree that EBRP School Board and its employees are not responsible for any

unintentional mistakes or oversights in keeping or giving my child medication. I agree to hold the

School Board and its trained employees free and harmless from liability for any injur,es which might result

from the administration of medication to my child.

P hone

Phone

For a atudent who wlll administsr their own modicallon al achool (such as asthma inha,er)

Do you give p€rmission for your ciild to self-adminislers medication if the school nurse
determines il rs safe and appropriate in the $chool selting? Y6s ltlo

Do you believa your chald is sutfioently responsrble and informed to administer his/her olvn
rnedicalion? Yes No

Do you assume responsibility for your child's actions n hiyher sell-management of medication at
school? Ysg No

Do you und€rstand that regular medication orders must be provid€d by a physician tor studants lvho

ParenU Guardian Signature Date

Revlsed 5i 15/24

Birthdate I



RMJ.IIffi

Studenl's/Child's Legal Name

STATE OF LOUISIANA

AUTHORIZATION FOR RELEASE OF
CONF!DENTIAL IN FORMATION

TO BE COMPLETED BY PARENT/LEGAL GUARDIAN

Date of Birth

Telephone #nt/Legal Guardian

Mailing Address

PART 1: CONTACT INFORMATION
Social Security #

PART2: RECORDREQUEST
Complete box A OR box B below. Both boxes may not be completed on the same form

A. e reco S o el ease men a S

Psychotherapy notes and records indicating
psychological or psychiatric impairment(s)

listed below in Part 3

:] CO[,,IPLETE RECORD(S)

J Discharge Summary

X History & Physical

-.1 Operative Report

J Consultation

I Progress Notes and School Orde(s)

J Cardiopulmonary
(lndicate EKG, Slr6ss Test, Sleep Study)

Ll Emergency Room

J Lab

-l Pathology

J Radiology Results

:l Other

lnitials of parenvlegal guardian

PART 3: AUTHORIZATION
Thisdoes not authorize the release ofthe following: drug and alcohol use counseling and treatment and HIV/AIDS and sexually transmitted
di se tesli and treatment
laulhorize:
Name: East Baton Rouqe Parish School Svstem (School System)

Na me

fi ro nelelSe lnformation I9 AND/OR fi ro Oeratu tnto.mation EB9U
(Place an "X" in the box that indicales if the infomation is being released AND/OR requested.)

l\,4V child's primary care provider and/or specialists (Hospital, Physiclan, Service Agency,
S(hool RN and/or olher health provrder)

For treatment date(s) cuTrenl

L

I

The information is to be released for the purpose(s) of

J Evaluation to delermine eligibilily or continued
eligibility for special education services

J Providing physical therapy treatment

I Designing an individualeducational program

Determining appropriate placement for treatment needs

Draft a health care plan and/or emerqencv plan
8I

I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing
and present my written revocation to the same medrcal records deparlment receiving this authorizatjon form. I understand that the
revocalion will nol apply to informalion lhat has already been released in response to this authorization. Unless otherwise revoked, this
authorization will expire on the following date, event or condition: 7/1/3
Itlfail to specify an expiration date, event or condition, this authorization will expireinnine(9) months from ihe dale of authorization. An

authorization is voluntary. I will nol be required to sign an authorization as a condition of receiving treatment services or payment,

enrollment, or eligibility for health care services. lnformation used or disclosed by this authorization may be re-disclosed by the recipient

-l Providin occu atrona thera treatment

and will no lon erbep rotected under the Health lnsurance Portability & Accountability Act of 1996

Signature of Student or Legal Representative Dale

ParenuLegal Guardian must sign if student < 18)

Signalure of Witness Date

(Relationship to sludent)

B. tf inrtiated below, I specifically autho.ize release of the following: l


