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Warwick School District  

Medication Guidelines 
      

 When possible, all doses of medicine should be given at home.  If it is necessary to take medication at school, the 

following procedures must be followed: 

 All medication must be kept in the health room.  Students may not carry medicine of any kind or keep the medicine 

in their lockers or desks. Exceptions to this policy may be granted providing that the parent/guardian obtains a written 

request from the student's licensed prescriber and approval from the principal. Students needing to carry and self-

administer asthma inhalers and/or Epinephrine auto-injectors will be permitted to do so upon receipt of the self-

administration authorization forms completed by the parent/guardian and the licensed prescriber each school year. 

 It is the expectation of the District that the parent/guardian or adult authorized by the parent/guardian deliver the 

medications to the nurse.  It is also the responsibility of the parent/guardian, or an adult authorized by the 

parent/guardian to pick-up any remaining medication from the nurse.        

 It is the responsibility of the student to report to the nurse at the time the medication is to be given. 

 All medications require both written parent/guardian consent and written authorization from the licensed prescriber. 

Medication orders must be presented to the nurse in writing, with an original signature, or an authorized electronic 

signature of the licensed prescriber. Written parent/guardian consent and written authorization from the licensed 

prescriber for medication administration are required each school year, and also each time a change in medication 

type, dosage, or time of administration occurs throughout the school year. 

 Over-the-counter (nonprescription) medications require both written parent/guardian consent and written 

authorization from the licensed prescriber. Standing orders written by the school physician(s) authorize the 

administration of certain over-the-counter medications as outlined in the Warwick School District’s “Health Room 

Guidelines for First Aid and Emergency Care.” Medications that can be administered per the standing orders are 

listed on the “Annual Health Update” form and require annual written parent/guardian consent. 

 All medications must be sent in the original container with proper and legible labels affixed. Expired medications 

and medications sent in baggies, plastic containers, etc.,  will not be administered. 

 Please feel free to contact the nurse with any questions regarding the above guidelines. To review the entire Warwick 

School District Policy regarding the administration of medications in school please refer to Board Policy 210. 
 

       

Warwick School District - Medication Permission Form   
 

I hereby authorize the school nurse and/or designated nursing personnel to administer: 

 
__________________________________   __________     __________________ at ______________________________. 

             (Medication name)                              (Route)                   (Dosage)              (Frequency/Time of administration) 

 

to _______________________________  ___________ for the following  ___________________________________. 

             (Student’s name)                        (Grade/teacher)                                    (Condition requiring medication) 

 

 

 Side effects of this medication include: _________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

 Expected duration/discontinuation date: ________________________________________________________________ 

 

 Specific directions for administration of medication: _______________________________________________________ 

 

________________________________________________________________________________________________ 

 

 I understand that the prescribing physician may be consulted regarding this medication.   

 

 

____________________________________  ____________________________________ Phone # _______________ 

      (Parent/Guardian Signature)                (Signature of Physician/Licensed Prescriber) 

 

Date: ________________               _________________________________________ Date _____________ 

                    (Print Name of Physician/ Licensed Prescriber) 


