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Document for chronic care students with a care plan on file

PARENT AUTHORIZATION/INDEMNITY
I authorize the School Nurse to assist my student in the taking of medication. | understand that this request
has been made for my convenience as a substitute for parental/guardian administration of the named
medicine. | forever release, discharge and covenant to hold harmless the Kosciusko School District, its
personnel, and its Board of Trustees from any and all claims, damages, expenses, loss of services and causes
of action belonging to the minor child listed or to the undersigned arising out of or on account of an injury,
sickness, disability, loss or damages of any kind resulting from the administration of this medication.
The parent/guardian agrees to repay the Kosciusko School District, its personnel or Trustees any sum of
money, expenses, or attorney’s fee that any of them may be compelled to pay in defense of any action or on
account of any such injury to the minor child listed as a result of the administration of named medication.
I release the Kosciusko School District, its personnel, and Trustees from any liability for injury arising from my
child’s self-administration of any medication while on school property or at a school-related event or activity. |
understand that additional physician/parent signed statements will be necessary if any medication changes
occur. | also authorize the School Nurse to talk with the prescriber or pharmacist should a question arise
about the medication. Medication must be registered by the school nurse. A medication administration log
will be maintained by the school nurse for each medication. Medication must be in the original container and
be properly labeled with the student’s name, prescriber’s name, date of prescription, name of medication,
dosage, strength, route, administration time/interval, and discontinue use date and expiration date when
appropriate.

Student’s Name: Name of Medication:

Parent/Guardian PRINTED Name:

Signature of Parent/Guardian: Date:

Signature of Witness:
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