To be completed By PARENT:
Child’s Name:

Age:

1 vequest that my child be administered the medication ag indicated In the bhysiclan’s order blow, T understand tht ron-medical
personnel conduct the administration, Iten emergency injection is ordered, 1 glve permaission for the medical staff of Bndeavor Charter
School to instruict designated staff it the sdminiswration technique. Lunderstand that it is my responsibility to transport the medication
1o school and to meke school peesonnel aware of the need To transport medication on axtended field frips &way from Brdeavor,

Tundasstand that;

(1) No employess and agenis of Endeavor Cherter Sehool shall be Hable in elvil damages to any party for any act
auithorized or for any omissions Telating {0 that act, untess that act or omisslon atounts 1o gross nogligence, wanton
conduct, or intentional wrongdolng,

(2) Information shared may be i the form of an emorgencyfindividual care plan for my child and may include information
provided by my chitd's physlclan, myself. or fiom records that have besn released 1o the sehool from another agency.

(3) Exchange of Information will be limited to the brinimum necessary to provide the requited assistancs for my child and
will be shared only with those staff whe mny need to provide the specific assistance for himviier,

{4) This consent to releass information must be signed before my child’s {eachers can provide asslstarce with special
medleal needs ether than nolffying parents and atlivating emergency services (911),

(5) Fassume responslbility for nolifying my chitd's teacher of my child’s medical condition. 1 may Fefjuest insfruction by
Tiembers of the medical eommittes of the Bndeavor Board of Directors ina me

dlest procedure or tschnique.
Tauthorize:
The release and exchange.of medieal infommition between my child's physicien and any representative of Brdeavor Chaster Schoal
that is necessary In earrying out services for my child.
Parent/Guardian Signatore Ernégency Contact Number #3 Date

Emergency Contact Numbar #i
To be completed by PHYSICIAN:
Name and form of medication Dostge and time to be giver
Symptoms to be given for Muthod of administration
Administeation by:  {] School pessonnel {1 Student {please completé aeeond page If student should carry or self-administer)
Significant side effocts;
Duyration of order

Telephone ) Physiclan’s Name (please prinbiype) Phylsician $igraturs Date
To b completed by SCHOOL:

Lam aware of the above student's medication requirements as roted above and will administer ihe medication as ditested,

Endeavot Staff Signature

Date




