
Dear Lakehill families,

The health and safety of our students is a top priority. To ensure medications are administered safely and in accordance 
with Texas law and school policy, please review the following guidelines:

Medication Storage and Delivery
 All medications must be delivered to the Health and Wellness Center via the front desk by a parent or legal

guardian. Medications brought to school by a student cannot be accepted.
 Unless specifically authorized for self-carry (see below), all medications will be stored in the Health and

Wellness Clinic or other designated area; students may not keep medications on their persons, in their
backpacks or lockers.

 Prescription and over-the-counter (OTC) medications must be provided in their original containers.
Prescription medications must include the original pharmacy label with the student's name, dose, and
instructions.

Medication Authorization
 All prescription and OTC medications require a completed Medication Authorization Form signed by a

parent or legal guardian. Prescription medications must also include signed authorization from the prescribing
healthcare provider.

 OTC medications may not be administered for more than 15 consecutive school days unless accompanied by
written instructions from a healthcare provider.

 A new Medication Authorization Form is required whenever there is a change to a medication or how it is
administered at school.

Administration of Medication
 Medications will be administered only according to the directions on the prescription label or manufacturer's

packaging, unless otherwise directed by a healthcare provider.
 OTC medications stocked in the Health and Wellness Center will be administered only after assessment by

Health and Wellness staff and verification of parent/guardian consent, either through same-day
communication or previously documented August School portal consents.

Controlled Substances
Schedule II controlled substances (e.g., Ritalin, Adderall, Concerta) may not be carried by students under any 
circumstances. These medications will be securely stored and administered by authorized school personnel.

Self-Carried Rescue Medications
 Students may be authorized to self-carry certain medications, such as asthma inhalers, epinephrine auto-

injectors, seizure rescue medications, or migraine rescue medications.
 A completed Contract for Self-Carried Medication Form signed by both a parent/guardian and the 

prescribing healthcare provider must be on file before a student may self-carry medication.

Medication Pick-Up and Disposal
 When a medication is discontinued, replaced, expired, or otherwise no longer needed at school, any

remaining non-controlled medication, including rescue medications (e.g., epinephrine auto-injectors, inhalers,
and seizure rescue medications), may be sent home with the student during the school year or at the end of the
school year unless a parent or guardian requests otherwise.

 Schedule II controlled substances (e.g., Ritalin®, Adderall®, Concerta®, and their generic equivalents) may
not be released to a student under any circumstances. These medications must be picked up by a parent, legal
guardian, or other authorized adult.

 All medications should be picked up or sent home before the end of the school year.
 Any medication not sent home with the student or collected by a parent, guardian, or authorized adult by 4:30

p.m. on the last day of the school year will be disposed of in accordance with school policy and applicable
regulations.

Thank you for your cooperation in helping us maintain a safe school environment. Please contact the Health and 
Wellness Center with any questions regarding these guidelines.

Kat Nickell, MPAS, PA-C
Director of Health and Wellness



Medication Authorization Form 

Prescription Medication 

Student's Name 

This form MUST accompany any medication brought to Lakehill 

- -- --------- - - - --------

Medication 
------ - ----------

Start Date / / 

Date of Birth I I

End Date / / 
---

Dosage __________ _______ _ Times to be given: __ __ AM PM 
----

Last dosage given at _____ AM/PM on date _/_/_ Route (circle): mouth skin eye ear 

Possible side effects 
-- -- -------------- - -- -- - - - -------

Student's NameNon-Prescription Medication 
---------------- - --

Physician's Name __ _____________ Phone Number ___________ __ 

Medication Start Date / / 
- -- ---------------

End Date / / 
---

Dosage ______ _ _ _ _ _ __ __ __ _ Times to be given: ____ AM PM 
--- -

Last dosage given at�-_ _ _ __ AM/PM on date _/_/_ Route (circle): mouth skin eye ear 

Possible side effects 
------------------- - - - -----------

Special handling/storage instructions __________ _ _ _ __________ __ __ 

Refrigeration required: Yes No 

Parent/Guardian Signature (required) _ __ _ _ _ ___________ _ ________ _

Physician Signature ______________ ____________ _ _____ _ 

Unused Medication: Returned to parent: Yes No Discarded appropriately: Yes No 

Administration Signature _________ __ ________ _ Date_/_/_ 

Special handling/storage instructions ___ _ _ _____________________ 

_ Refrigeration required: Yes No 

Parent/Guardian Signature (required) __ _ _ _ _____________________ _ 

Physician or App Signature (required) 

____________ _ _ _ ____ _________ _ 

Physician or App Signature (required)

Over the Counter Medication

APP

APP



Contract for Self-Carried Medication 

Student Grade 
------- - ----------- - ------ --------

Medication Dose Time 
---- - --------- - ---- ------ --- - --

Medication is permitted in accordance with Lakehill policy. A student's physician must authorize self­
carried/administered medication. This includes only emergency medications such as an epi-pen or inhaler. 
This does not include OTC medicines. The student name must appear on the medication container. 

Responsibilities for carrying medication (to be completed by Parent/Guardian): 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No

No

No

No

No

No

Please list 

Medication Authorization Form complete and on-file in Health and Wellness Center 

Student demonstrates correct use of medication 

Student recognizes proper and prescribed timing for medication 

Student agrees not to share medication with other students 

Student agrees to keep medication in agreed upon location 

Student agrees to report directly to the Health and Wellness Center if having the 
following symptoms after using the medication: 

- ----------------- - - - - ------------

Yes No Student keeps a second, labeled container in the Health and Wellness Center 

Physician Signature __ _ _ _ _ _ _ _ __ _ _ _ _ _ ______ Date ____ __ _ 

Student Signature ____________________ ___ Date ______ _ 

I request that my child be allowed to carry his/her medication and be responsible for its proper storage 
and use. I will support my child to follow the above agreement and if he/she does not, I will be contacted 
and we will develop a new plan. 

Parent/Guardian Signature _ _ _ _ ___________ _____ Date _ _____ _ 

Phone number ____ _ _ _ _ _ ___________ ___ _ 




