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                                                                                         Holly Bauer, RN, BSN

410 E. Ann Street, P.O. Box 580

                                                                                          District Nurse

Weyauwega, WI  54983-0580

                                                                                     

Phone:  (920) 867-8840

                                                                         hbauer@wegafremont.k12.wi.us
Fax:      (920) 867-8896





Weyauwega-Fremont School District

PARENT / GUARDIAN / PHYSICIAN / MEDICATION ADMINISTRATION CONSENT FORM
Wisconsin Statute 118.29 (Please type or print)

A separate form for each medication is needed.

Student Name: __________________________________ D.O.B. ___________________ Grade: ______________

School:      Fremont Elementary         Weyauwega Elementary
         W-F Middle
       W-F High School
Medication Name: _____________________________________                 Prescription/Non-Prescription

Dosage:_________________________________ Route: _______________________ Time: _____________________

Reason for Medication: ____________________________________________________________________________

       If “as necessary” please list conditions under which medication should be given: ___________________________

________________________________________________________________________________________________

Precautions, possible unfavorable reactions, and / or interventions: __________________________________________

Name of physician prescribing medication: ____________________________________________________________

___________________________________________                       ________________________________________

                  Signature of Physician




                       Date

A physician’s written, signed statement and pharmacy labeled container must be supplied by the parent / guardian if prescribed medication is to be given at school.  Over-the-counter medication must be provided to the school in the original container.

I hereby give permission for designated school staff to give this medication to my child according to the directions state above and for the school nurse to contact my child’s physician if necessary.

I further agree to hold harmless the Weyauwega-Fremont School District, its Board of Education, administration, and all employees and agents who are acting within the scope of their duties harmless in any and all claims arising from the administration of this medication, to policy at school.

I agree to notify the school in writing at the termination of this request or when any change in the above order is necessary.

________________________________

____________
________________
_________________

    Signature of Parent/Legal Guardian

       Date
      Home Phone                        Cell Phone


WEYAUWEGA-FREMONT SCHOOL DISTRICT

MEDICATION RECORD

Student Name:







D.O.B.


Student Year/Grade:




Medication/Dosage/Route:







Physician:






Key:
Initialized=medication taken without difficulty

Persons administering medication (initials):


A=Student absent

FT=Field trip


R=Refused


















X=School not in session       E=Error
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Error narrative:  Explain the nature of the medication error and what corrective action was taken ______________________________________________________________

____________________________________________________________________________________________________________________________________________







	Scott Bleck

Principal
	Matthew Wilbert

Assistant Principal/Athletic Director
	Kirk Delwiche

Principal
	Kirk Delwiche

Principal
	Kandi Martin

Pupil Services

	Weyauwega – Fremont Middle/High School
	Weyauwega-Fremont Middle/High School
	Weyauwega Elementary School
	Fremont Elementary School
	Curriculum Director

	500 East Ann Street
	410 East Ann Street
	400 East Ann Street
	615 Wolf River Drive
	410 East Ann Street

	P.O. Box 580
	P.O. Box 580
	P.O. Box 580
	P.O. Box 308
	P.O. Box 580

	Weyauwega, WI 54983-0580
	Weyauwega, WI 54983-580
	Weyauwega, WI 54983-580
	Fremont, WI  54940-0308
	Weyauwega, WI 54983-580

	(920) 867-8950  Ext 8960
	(920) 867-8850  Ext 8970
	(920) 867-8150  Ext 8160
	(920) 867-8050  Ext 8160
	(920) 867-8800  Ext 8860 


District Mission Statement:  Creating a foundation of excellence for success in tomorrow’s world.

District Vision Statement:  Creating wisdom through pride, passion and honor.


