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OMB # 1076-XXXX 
Expires XX/XX/XXXX

ATTACHMENT A 

BUREAU OF INDIAN EDUCATION 

AUTHORIZATION TO ADMINISTER PRESCRIBED/OVER-THE-COUNTER MEDICATION 

PART I—TO BE COMPLETED BY THE PARENT/GUARDIAN 
I hereby request and authorize designated and properly instructed school personnel to administer prescribed medication as directed by the prescribing physician or other duly 
licensed provider (PART II below).  I certify that I have legal authority to consent to the administration of prescribed medication following the provider’s order. I understand 
additional prescriber/parent authorizations will be necessary for each medication to be administered, and if the dosage of the medication is changed. If necessary, I authorize 
the designated school health care official to communicate with the prescriber or the student’s health care provider as allowed by HIPAA. 

STUDENT INFORMATION 
Student Name _____________________________________________________________Date of Birth ___________ Gender  M ___ F ___ 

Last First MI 
School _________________________________________ Grade______School Year________Height (inches) _______Weight (lbs) _______ 

List all medication(s) student is taking, including over-the-counter medication(s): ______________________________________________ 

List any known drug allergies/reactions ________________________________________________________________________________ 

Parent/Guardian Signature __________________________________________________   Date ___________________________________ 

Contact Number(s): ___________________________________ (Day)  ___________________________________ (Evening) 

PART II—TO BE COMPLETED BY THE PRESCRIBER 

PLEASE USE A SEPARATE FORM FOR EACH MEDICATION 

Name of Medication: _______________________________________________ Diagnosis: _______________________________________ 

Dosage: ____________________________________________ Time(s)/Frequency to be given: ___________________________________ 

Route of Administration: ________________  PRN (as needed) ___Yes  ___No If PRN, (signs/symptoms):  _______________________ 

Side Effects: _______________________________________________________________________________________________________ 

Begin Medication: _________________________________ Stop Medication: __________________________________ 
Date Date 

Special Instructions: 
Refrigeration required?  ____Yes ___No 
Is medicine a controlled substance?   ____Yes  ___No 
Is this an emergency self carry/self administration medication?  ___Yes   ___No 
Has student been instructed in the proper self administration of medicine?   ___Yes ___No 

Prescriber’s authorization for self carry/self-administration of emergency medication: __________________________________________ 
Signature Date 

Prescriber’s Name/Title: ______________________________________________________________ Phone__________________________ 
(Type or Print) 

Address:____________________________________________________________________________ Fax____________________________ 

Prescriber’s signature: ________________________________________________________________ Date___________________________ 

PART III—TO BE COMPLETED BY School Nurse/Other Duly Licensed Health Care Provider 

Parts I and II above are completed, including signatures. 


Prescription medication is properly labeled by a pharmacist and within the expiration date.
 

Medication label and prescriber order are consistent.
 

Over-the-counter medication is in an original container with manufacturer’s dosage label intact.*
 

Principal/Authorized School Personnel Signature _________________________________________________________ Date____________ 
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PRIVACY ACT STATEMENT
 

OMB # 1076-XXXX 
Expires XX/XX/XXXX

The information is confidential and is never disclosed without written clearance and consent of the student’s 
parent/guardian.  The primary use of this information is to obtain authorization for school officials to administer 
prescribed and/or over-the-counter medication to students.  Additional disclosures of this information may be made to 
other school officials in the conduct of their official duties.  This information will be entered into the BIE, Native American 
Student Information System, Interior/BIA-22 (73 FR 40605), which can be obtained upon request from the Director, 
Bureau of Indian Education, 1849 C Street, N.W., MS-3064-MIB, Washington, DC 20240.  No record contained therein may 
be disclosed by any means of communication to any person, or to another agency, except pursuant to a written request 
by, or with prior written consent of the individual to whom the records pertains. 

Under the Privacy Act, BIE may not give out your information except that BIE may share the information with other school 
officials and/or programs that have a responsibility to facilitate medical attention to students. This can be done without 
your consent.  For any other person or program wanting information from your case file, you must first give your written 
consent.  You have the right to know what records exist on you and you can ask to see them. If you believe some 
information in on you is inaccurate, you may contact the Director, Bureau of Indian Education, to request a correction. 

PAPER WORK REDUCTION ACT STATEMENT 

This information is being collected to document authorization provided by a parent/guardian to administer prescribed 
and/or over-the-counter medication to a student.  A Federal Agency may not conduct or sponsor, and a person is not 
required to respond to a collection of information unless it displays a currently valid OMB control number.  Reporting for 
this form is estimated to average 30 minutes per response, including the time for reviewing instructions, gathering and 
maintaining data, completing the form. Direct comment regarding the burden estimate or any other aspect of this form to: 
Information Collection Clearance Officer, Office of Regulatory Affairs & Collaborative Action – Indian Affairs, 1849 C Street, 
N.W., MS-3642-MIB, Washington, D.C. 20240.DRAFT 
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OMB # 1076-XXXX 
Expires XX/XX/XXXX

BUREAU OF INDIAN EDUCATION
 

AUTHORIZATION TO ADMINISTER PRESCRIBED/OVER-THE-COUNTER MEDICATION 

INFORMATION AND PROCEDURES 

1. No medication will be administered in school or during school-sponsored activities without the parent’s/guardian’s 
written authorization and a written physician or other licensed health care provider order. This includes both 
prescription and over-the-counter (OTC) medications. An exception will be made for students living at a boarding 
school or a dormitory and whose parent/guardian has granted permission for emergency care for the student. 

2. The parent/guardian is responsible for completing Part I and obtaining the physician’s statement on Part II; This is 
required every school year for each new or continuing order or if there is a change in dosage or time of administration 
during the school year; Information necessary includes: child’s name, diagnosis, medication name, dosage, time of 
administration, duration of medication, side effects, physician signature, and date. 

3. The medication must be delivered to the school by the parent/guardian or through acceptable mailing services and 
under special circumstances by an adult designated by the parent/guardian. 

4. !ll prescription medication must be provided in an original container with the pharmacist’s label attached; If 
applicable, a duplicate bottle may be requested so some of the medicine can be kept at home. Non-prescription OTC 
medication must be in the container with the manufacturer’s original label so dosage information and expiration date 
are viewable. 

5. The parent/guardian is responsible for collecting any unused portion of a medication within one week after 
expiration of the physician’s order or at the end of the school year. Medication not claimed within that time period will 
be destroyed using approved disposal methods by the FDA or EPA (see BIE Medication Administration policy). 

6. ! physician’s or other duly licensed provider’s order and parental permission are necessary for self-carry/self-
administered emergency medications such as inhalers for asthma and EpiPens or Auvi-Q for anaphylaxis, Insulin for 
diabetes, and Sumatriptan for migraines.  It is imperative the student understands the necessity for reporting to the 
health staff or teacher that they have self-administered their inhaler or have self-administered an EpiPen, so 
emergency services can be sought.  Students that self-carry/self-administer emergency medications will have an 
Individualized Health Plan so school nurse/school health assistant can communicate with school staff. 

7. When applicable, pursuant to specifications on the medication authorization form, the school nurse or other 
licensed health care professional will assess the student to determine if it is appropriate to administer a particular OTC 
medication to a student, and to determine if the student’s symptoms could be alleviated first without a medicine;  ! 
non-licensed provider will observe the student and report their observations to a nurse or other licensed health care 
provider. 
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OMB # 1076-XXXX 
Expires XX/XX/XXXX

ATTACHMENT B
 

MEDICATION INCIDENT REPORT
 

NAME __________________________________________________________________________ 

LAST FIRST M. 

HOME ADDRESS: _________________________________________ZIP CODE______ 

GRADE _______________ BIRTHDATE: _________ MALE____FEMALE____ 

TIME OF INCIDENT: DATE OF INCIDENT: 

TYPE OF INCIDENT: 

Wrong dosage Wrong student Wrong medication Wrong time 

Unable to locate student Wrong route Wrong documentation Missed Dose 

Reported by: 

NARRATIVE DESCRIPTION: 

PARENT/GUARDIAN Notification YES[  ] NO[  ]  By Whom Date Time 

Comments: 

MD notification  YES[  ] NO[  ]   By Whom 

Comments: 

IF APPLICABLE Poison Control notified: 1-800-222-1222 YES[  ] NO[  ]  Recommendations: 

ACTIONS/OBSERVATIONS: 

PLAN OF ACTION COMPLETED: 

Signature: ____ Date: Time: 

Supervising Nurse: _____ Date: 
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OMB # 1076-XXXX 
Expires XX/XX/XXXX

PRIVACY ACT STATEMENT
 

The information is confidential and is never disclosed without written clearance and consent of the student’s parent/guardian.  
The primary use of this information is to obtain authorization for school officials to administer prescribed and/or over-the-
counter medication to students.  Additional disclosures of this information may be made to other school officials in the 
conduct of their official duties.  This information will be entered into the BIE, Native American Student Information System, 
Interior/BIA-22 (73 FR 40605), which can be obtained upon request from the Director, Bureau of Indian Education, 1849 C 
Street, N.W., MS-3064-MIB, Washington, DC 20240.  No record contained therein may be disclosed by any means of 
communication to any person, or to another agency, except pursuant to a written request by, or with prior written consent of 
the individual to whom the records pertains. 

Under the Privacy Act, BIE may not give out your information except that BIE may share the information with other school 
officials and/or programs that have a responsibility to facilitate medical attention to students. This can be done without your 
consent.  For any other person or program wanting information from your case file, you must first give your written consent. 
You have the right to know what records exist on you and you can ask to see them. If you believe some information in on you is 
inaccurate, you may contact the Director, Bureau of Indian Education, to request a correction. 

PAPER WORK REDUCTION ACT STATEMENT 

This information is being collected to document authorization provided by a parent/guardian to administer prescribed and/or 
over-the-counter medication to a student.  A Federal Agency may not conduct or sponsor, and a person is not required to 
respond to a collection of information unless it displays a currently valid OMB control number.  Reporting for this form is 
estimated to average 45 minutes per response, including the time for reviewing instructions, gathering and maintaining data, 
completing the form. Direct comment regarding the burden estimate or any other aspect of this form to: Information 
Collection Clearance Officer, Office of Regulatory Affairs & Collaborative Action – Indian Affairs, 1849 C Street, N.W., MS-3642-
MIB, Washington, D.C.  20240. DRAFT 
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