                                   Project Contemporary Competitiveness, Inc.
P.O. Box 27, Bridgewater, MA 02324

Phone: Until April 30th : 508.279.3404--Fax: 508.697.1027

Phone: after May 1st @ Stonehill College: 508-565-5202

PRESCRIPTION ADMINISTRATION FORM

All prescription medication to be given by the nurses requires a written physician order. This form is to be completed and submitted for students that require prescription medication while at PCC.  *Both parent and licensed prescriber’s sections must be completed and submitted no later than May 27, 2011.  

1. PARENT SECTION: 

Student’s name _____________________________________________Date of Birth_________



Last


First

 
Middle Initial

I consent to have the PCC Nurse, or designee, administer the medication prescribed by:

______________________________________to_____________________________________


(licensed prescriber’s name)



(student’s name)

I give the PCC nurse permission to share information relevant to the prescribed medication administration as she determines appropriate for my child’s health and safety.  I understand that any medication that is not picked up by the close of the last day of the PCC Program will be destroyed.

_________________________________________________________        _________________



(parent/guardian’s signature)




(date)

I give my child permission to self-administer his/her medication if the PCC nurse determines that it is safe and appropriate: ____Yes ____ No


2. LICENSED PRESCRIBER SECTION:

Child’s name______________________________________________ Date of Birth__________

1. Medication_________________________Route of Administration______________________

    Dosage____________Frequency____________Time(s) of Administration________________

    Side effects or special instructions________________________________________________

    Date of order____________Discontinuation Date____________________________________

2. Medication_________________________Route of Administration______________________

    Dosage____________Frequency____________Time(s) of Administration________________

    Side effects or special instructions________________________________________________

    Date of order____________Discontinuation Date____________________________________

3. Medication_________________________Route of Administration______________________

    Dosage____________Frequency____________Time(s) of Administration________________

    Side effects or special instructions________________________________________________

    Date of order____________Discontinuation Date____________________________________

4. Medication_________________________Route of Administration______________________

    Dosage____________Frequency____________Time(s) of Administration________________

    Side effects or special instructions________________________________________________

    Date of order____________Discontinuation Date____________________________________

Consent for self-administration provided the PCC nurse determines it is safe and appropriate.

____Yes ____ No

______________________________________________________________________________



(signature of licensed prescriber)


 
(date)






Note: A Well Child Form or Camp Form is not acceptable for our nurses to administer prescription medications. Please use this form. 


