
LPS Emergency Medication/Treatment Self-Administration Packet

Student Name:____________________________________ Grade:_____ School Year:_______________

Allergies:___________________________________________________________________________

Medication/Treatment:

Rescue Inhaler________________________________________________________________
Epinephrine______________________________ Call 911 upon administering
Insulin________________________________________________________________________
Diabetic Medications____________________________________________________________
Other _______________________________________________________________________

I, a licensed physician or nurse practitioner, certify that this child has a medical history of
________________, a chronic medical condition; has been trained in the use of the listed
medication/treatment; and is capable of carrying and self-administering the listed medication/treatment. The
child should notify school staff if medications/treatments are used but condition is not improved. The child
understands the hazards of sharing medications with others and agrees to use medication/treatment as
prescribed.

Signature of health care provider:_____________________________ Date:___________

Name of health care provider:_____________________________ Phone:______________

*Physician signature required for initial authorization only

I, the parent or legal guardian of the student listed above, give permission for my child to carry and
self-administer the above listed medications/treatments. I have instructed my child to notify the school staff if
medications/treatments are used but condition is not improved. I understand that, absent any negligence,
the school shall incur no liability as a result of any injury arising from the self-administration of medication by
my child. This permission can be revised if there is evidence that the student is not administering medication
appropriately.

I have been offered a copy of Missouri Revised Statute Chapter 167 Section 167.627.1 abbreviated
and Liberty Public Schools Board Policy for Administration of Medication to Students (JHCD).

Printed Name of Parent or Legal Guardian:_________________________________

Signature of Parent or Legal
Guardian:______________________________________ Date:______________

*Parent signature required yearly on Annual Authorization Form and Medication Authorization Form.

Student has demonstrated proper use to the school nurse. ____________________________
(School Nurse’s Signature)

Revised April, 2023



Medication Student Self-Administration Skills Checklist

Student identifies rules for safe self-administration of medication:
1. Verbalizes will not share medication with others.
2. Verbalizes will not take someone else’s medication.
3. Wash or clean hands
4. Student identifies and/or is able to recognize need to follow any special instructions that may arise
connected with particular medications (i.e. Take on empty stomach, take with meals, avoid dairy products,
etc):
5. Verbalizes the five “R’s” to ensure taking the correct medication (Right name (of student); Right
medication; Right dose/amount; Right time; Right route (by mouth, injection, etc...)
_____ Requires Supervision _____ Performs Independently

Student performs the necessary sanitary procedures after administration of medications:
1. Disposing or cleaning used utensils or containers.
2. Disposing of biohazard/sharps items appropriately (lancets, syringes, etc).
3. Refrigerating necessary items (i.e. applesauce or medications as applicable).
4. Student identifies how to keep track of medications and when to alert parents for medication refill.
_____ Requires Supervision _____ Performs Independently

Nurse’s Signature:_________________________________Date:____________________________



Missouri Revised Statutes - August 28, 2016
Chapter 167: Pupils and Special Services: Section 167.627.1

Possession and self-administration of medication in school--requirements.

167.627. 1. For purposes of this section, the following terms shall mean:
(1) "Medication", any medicine prescribed or ordered by a physician for the treatment of asthma or
anaphylaxis, including without limitation inhaled bronchodilators and auto-injectable epinephrine;
(2) "Self-administration", a pupil's discretionary use of medication prescribed by a physician or under a
written treatment plan from a physician.
2. Each board of education and its employees and agents in this state shall grant any pupil in the school
authorization for the possession and self-administration of medication to treat such pupil's chronic health
condition, including but not limited to asthma or anaphylaxis if:
(1) A licensed physician prescribed or ordered such medication for use by the pupil and instructed such
pupil in the correct and responsible use of such medication;
(2) The pupil has demonstrated to the pupil's licensed physician or the licensed physician's designee,
and the school nurse, if available, the skill level necessary to use the medication and any device
necessary to administer such medication prescribed or ordered;
(3) The pupil's physician has approved and signed a written treatment plan for managing the pupil's
chronic health condition, including asthma or anaphylaxis episodes and for medication for use by the
pupil. Such plan shall include a statement that the pupil is capable of self-administering the medication
under the treatment
plan;
(4) The pupil's parent or guardian has completed and submitted to the school any written documentation
required by the school, including the treatment plan required under subdivision (3) of this subsection and
the liability statement required under subdivision (5) of this subsection; and
(5) The pupil's parent or guardian has signed a statement acknowledging that the school district and its
employees or agents shall incur no liability as a result of any injury arising from the self-administration of
medication by the pupil or the administration of such medication by school staff. Such statement shall not
be construed to release the school district and its employees or agents from liability for negligence.
3. An authorization granted under subsection 2 of this section shall:
(1) Permit such pupil to possess and self-administer such pupil's medication while in school, at a
school-sponsored activity, and in transit to or from school or school-sponsored activity; and
(2) Be effective only for the same school and school year for which it is granted. Such authorization shall
be renewed by the pupil's parent or guardian each subsequent school year in accordance with this
section.
4. Any current duplicate prescription medication, if provided by a pupil's parent or guardian or by the
school, shall be kept at a pupil's school in a location at which the pupil or school staff has immediate
access in the event of an asthma or anaphylaxis emergency.
5. The information described in subdivisions (3) and (4) of subsection 2 of this section shall be kept on
file at the pupil's school in a location easily accessible in the event of an emergency.



Liberty Public Schools
Medication Authorization Form

Student Name: ____________________________ Grade: __________ School Year: _______

Start Date Medication Dosage Time End Date

I consent to allow district staff to give medication to my child and understand that the Liberty
School District No. 53 Board of Education, employees, and volunteers are not to be held
responsible or liable in the event of injury resulting from medication given by district staff.

Medication should be given at home whenever possible. If medications must be given
during the school day, the following will apply*:

1. Medicine must be in the original and current prescription bottle or original packaging.

2. Staff will not give the first dose of any medication unless it is an emergency.

3. Expired medications will not be given.

4. Over-the-counter medications are given according to the dosing directions on the bottle.
Any other dosage must have an order from the doctor.

5. Medications or supplements not approved by the FDA (e.g., herbal remedies) require
written permission from the parent and an order from the doctor.

6. Unless otherwise noted above, all medication authorizations will extend through summer
school.

_____________ _________________________________________
(Date) (Signature of Parent/Guardian)

Updated 7/2020 *A copy of the district’s full policy is available on request.


