
MEDICATION DISPENSING INFORMATION PERMISSION TO DISPENSE MEDICATION
WAIVER AND RELEASE OF ALL CLAIMS

THIS FORM MUST BE COMPLETED FOR EACH MEDICATION TO BE ADMINISTED

AND MUST BE COMPLETED EACH CALENDAR YEAR AND/OR WHEN THE MEDICATION CHANGES

PARTICIPANT’S NAME:  






DOB:  



HISRA WILL NOT DISPENSE MEDICATION TO ANY PARTICIPANT

UNTIL THIS FORM IS COMPLETED IN FULL BY A PARENT OR GUARDIAN

MEDICATION INFORMATION:

	NAME OF MEDICATION
	DOSAGE
	TIME TO BE ADMINISTERED

	
	
	AM

PM

	DISPENSING AND STORAGE INSTRUCTIONS:

	

	POSSIBLE SIDE EFFECTS:

	


I, 






, (PARENT AND/OR GUARDIAN OF ABOVE NAMED PARTICIPANT) GIVE PERMISSION TO THE HISRA STAFF TO ADMINISTER THE ABOVE LISTED MEDICATION AS PRESCRIBED.  I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO GIVE THE MEDICATION DIRECTLY TO THE HISRA STAFF IN THE ORIGINAL PRESCRIPTION CONTAINER.  IN ALL CASES, THE RECOMMENDED DOSAGE OF ANY MEDICATION WILL NOT BE EXCEEDED.  IF AFTER ADMINISTERING MEDICATION THERE IS AN ADVERSE REACTION, I GIVE MY PERMISSION TO THE HISRA STAFF TO SECURE ANY TREATMENT, DEEMED NECESSARY FOR IMMEDICATE CARE, FROM ANY LICENSED HOSPITAL PHYSICIAN AND/OR MEDICAL PERSONNEL.  I AGREE TO BE RESPONSIBLE FOR PAYMENT OF ANY AND ALL MEDICAL SERVICES RENDERED.  I RECOGNIZE AND ACKNOWLEDGE THAT THERE ARE CERTAIN RISKS OF PHYSICAL INJURY IN CONNECTION WITH THE ADMINISTERING OF MEDICATION TO THE PARTICIPANT.  SUCH RISKS INCLUDE, BUT ARE NOT LIMITED TO, FAILING TO PROPERLY ADMINISTER THE MEDICATION, FAILING TO OBSERVE SIDE EFFECTS, FAILING TO ASSESS AND/OR RECOGNIZE A MEDICAL EMERGENCY AND FAILING TO RECOGNIZE THE NEED TO SUMMON EMERGENCY MEDICAL SERVICES.  IN CONSIDERATION OF THE HISRA STAFF ADMINISTERING MEDICATION TO THE PARTICIPANT, I DO HEREBY FULLY RELEASE OR DISCHARGE HISRA AND IT’S OFFICERS, AGENTS, VOLUNTEERS AND EMPLOYEES FROM ANY AND ALL CLAIMS FROM INJURIES, DAMAGES, AND LOSSES I OR THE PARTICIPANT JAVE (OR ACCRUE TO ME OR THE PARTICIPANT), AND ARISING OUT OF, CONNECTED WITH, INCIDENTAL TO, OR IN ANY WAY ASSOCIATED WITH THE ADMINISTERING OF MEDICATION.

SIGNATURE OF PARENT OR GUARDIAN


DATE

	FOR OFFICE USE ONLY

	 FORMCHECKBOX 
  Medication Discontinued – see new form
 FORMCHECKBOX 
  Medication Dosage Changed – see new form

DATE:  ___________________          STAFF SIGNATURE:  ___________________________________




