Dear Parent/Guardian,


We would like to inform you of the policies that have been put in place to ensure the health and safety of students needing medication during the school day.  

The following forms must be completed and returned to the school nurse before we begin to give any medication at school.

1. Signed consent by the parent or guardian for the nurse to give the medicine or for the student to self- administer their medication.  (Albuterol, EpiPen)

2. Signed licensed prescriber order.  The written medication order form should be taken to the student’s licensed prescriber, (your child’s physician, nurse practitioner or other authorized prescriber) for completion and returned to the school nurse.  This order must be renewed as needed and at the beginning of each academic year prior to the nurse administering any medication or prior to plans for self administration.  

Medications must be delivered to the school in a pharmacy or manufacturer labeled  container.  Please ask your pharmacy to provide separate labeled bottles for school and home.  The supply of medicine delivered to the school should be no more than a thirty-day supply.  One additional, pharmacy labeled, empty container should be available in the school nurse office for medication that will be taken on any school field trip.
All medication is to be delivered to school by you or a responsible adult whom you designate.  Medication must be given directly to the school nurse or principal.  A mutually convenient delivery plan should be prearranged by contacting the school nurse.  Pills will be counted and recorded when they are delivered.

Thank you for your cooperation,  

Joyce O’Connor, RN, BSN, NCSN

________________________________

School Nurse  

____508-230-3221_________________
Telephone Number

MEDICATION ADMINISTRATION IN SCHOOL

Part A

PARENT/GUARDIAN AUTHORIZATON FOR 

PRESCRIPTION/MEDICATION ADMINISTRATION

Student’s Name_________________________Date of Birth____________________

Parent/Guardian Name(please print)________________________________________

Home Tel. #_______________________Cell #_______________________________

Work Tel. #_______________________Emergency #_________________________

If parent/guardian unavailable, other person to be notified in case of medical emergency.________________________________Phone #_____________________

My son/daughter is currently receiving the following medications at home and school to be completed if not a violation of confidentiality):__________________________

My son/daughter has the following food or drug allergies:______________________

1. I give permission for the school nurse or school personnel designated by the school nurse to give the following medication_____________________________

Prescribed by _______________________, to_____________________________




(licensed prescriber)

       (name of student)

2. I give permission for my son/daughter to self-administer medication if the school nurse determines it is safe and appropriate.  Yes________________No_______________

3. I give permission to the school nurse to share with his/her teachers information relevant to the  prescribed medication as he/she determines appropriate for my son’s/daughter’s health and safety.  Yes_________________No____________________

4. I hereby give my permission to the school nurse_________________________in my child’s building or her designate to consult with Dr.___________________by telephone, in writing, or in person regarding my child’s medication and health status.

I understand I may retrieve the medication from the school at any time, however the medication will be destroyed if it is not picked up within one week following termination of the order or at the end of the school year.

Parent/Guardian Signature_______________________Date________________

Relationship to student__________________________

MEDICATION ADMINISTRATION IN SCHOOL

Part B.

MEDICATION ORDER

( to be completed by Physician, Nurse Practitioner, or other authorized by Chapter 94C)

*Whenever possible, medication should be scheduled at times other than school hours.

Medication will be stored at room temperature unless otherwise specified.
School:___________________

School Year: 200  –200

Student:_____________________________
D.O.B.___/___/___ Grade:_____________

Address:________________________________________________________________

Allergies:_______________________________________________________________

Name of Licensed Prescriber:____________________________Tel.#_______________

Diagnosis:__________________________________________________________

Medication:__________________________Dose:_______________Route___________

Frequency:__________________________Time(s) of Administration:_______________

Specific directions or information for administration:_____________________________


________________________________________________________________________

Date of order:__________________________Discontinuation Date:_________________

Possible side effects, adverse reactions or contraindications to be observed:

________________________________________________________________________

Consent for self-administration (providing the school nurse determines it is safe and appropriate.)   Yes_______________________No_________________________

Authorized Prescriber  Signature:_____________________________________

Date:_____________________

MEDICATION ADMINISTRATION IN SCHOOL

Part C.

MEDICATION ADMINISTRATION PLAN

School:____________________

School Year: 200  -200

Student:_______________________________D.O.B.________Grade:______________

Medication:_________________________Expiration Date of Med received__________

Allergies:(food and drug)___________________________________________________

Possible side effects, adverse reaction(s):______________________________________

Delegated to (if applicable)_________________________________________________

Back up plans (if delegate unavailable)________________________________________

Plan for field trips:
____Parent to accompany student




____Student to go without medication




____To be determined immediately before field trip




____Other/Comments___________________________________

Plan for teaching self-administration (if applicable):____________________________

________________________________________________________________________

________________________________________________________________________

Other persons to be notified of medication administration and possible adverse effects of medication (with signed parental permission):_______________________________

_______________________________________________________________________

Location where medication administration will occur:

____Health Room

____EpiPen at site of emergency, as appropriate

____Other_______________________________________________________

Plan for monitoring the effects of the medication (as appropriate)__________________

________________________________________________________________________
Nurse signature:_________________________Date:____________________________

*Part A and Part B should be attached to this form.

