Medication Administration Record (MAR)

General Medication Form

(Including Asthma Inhaler and Epinephrine Autoinjector Use)

Student Information

Student name Date of buth

Student address

Schoal Grade/Class Teacher School yeat

List any known drug allergies/reactions Height Weight

Prescriber Authorization

Name of medication Citcumstance for use
Daosage Route Titne/Interval
Date to beg:n medicauion Diate 1o end medicatian

Cireurmstances for use

Special instrucuons

Tieatment in tive event of an adverse reaction

Epinephrine Autolnjector Q Hot applicable
O Yes, as the prescriber | have determined that this siudent is capable of possessing and uging this autoinjector appropriately and have provided the student
with training in the prope: use of the awoinjector

Asthmalnhater QO Notapplcable
Q Yes, if conditions are satisfied per ORC 3317 716, the student may possess and use the inhaler al schoal or at any activity event o1 program sponsared by or inwhich the
student’s school is a particpang

Procedures for school employees if the student is unable to adminster the medication or if 1t does not produce the expected relief

Possible Severe Advese Acaction(s) pet ORC 3317 716 and 3313718
a) Ta the student for whom it s prescnibed (that should be reported to the prescriber)

b) To a swwdent for whom o is not prescribed who receives a dose

Other medication Instructions
Does medication require refugeration?  OYe: QO No Is the medication a controlled substance? QYes QMo

Prescnber signature Date Phone Fax

Prescriber name {priat]

feminder note lor prescriber: ORC 3313 718 regquires backup epinephrine autoinjesior and best practice recommends backup asthma inhaler

Parent/Guardian Authorization

B lauthorize an employee of the school board 1o administer the above medication. B | understand that additicnal parent/prescriber signed statements will be necessary if the
dosage of medication is changed. | also authorize the licensed healthcare professional 1o talk with the prascriber or pharmacist 1o clatify medication order,

Medication form must be received by the principal, hisiher designee, and/or the school nurse B | understand that the medication must be in the eriginal contaner and be properly
Iabeled with the siudent’s name, prescriber's name. date of prescoption, name of medication, dosage, strength, ime interval, route of administratian and the date of drug expiation
when appropiiate.

Parent/Guardian signature Date #1 ¢ontact phone ¥2 contact phone

Parent/Guardian Self-Carry Authorization

O For Epinephiine Automnecter As the parent/guardian of this student, | authonze my child 1o possess and use an epinephiine autinjecios, as prescrbed at the schoo! and any actaily, event, or
program spansored by orinwhich the student’s school s a parnopant funderstand ther a school employee will immediately request essistance from an emergency medicol sesvice pravider if thrs
medication s adrmnisiered. bl provide a backup dose of the medicanon ro the school principal or nurse as requied by faw.

O ForAsthmalnhaler: As the parent/guarchan of this student, f authonze my chuld to possess and use an asthma inhaler as prescnbed, of ihe school and any aztivity, event. or program sponsored by
of i which the students school is o parricipant.

Patent/Guardian signatute Date 1 ¢ontaci phone ¥2 contact phone
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