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Instructions for: Medication Administration During School Hours

Dear Parent/Guardian:
We request that you make every effort possible to schedule medication administration during non-school hours; however, we acknowledge that this may not always be possible.

Below is the protocol to follow if your child requires any medication while in school (this also includes over-the-counter medications such as Tylenol, Advil, Benadryl, etc.):

1. Prescribing physician needs to fill out and sign/date:
-Release for School Nurse to Administer Medication form (also needs physician’s stamp on bottom of form)
       2.    Parent/Guardian needs to fill out:
	-Release for School Nurse to Administer Medication form (sign/date bottom)
	-Release of Confidential Medical Information form
       3. 	Medication needs to be:
	-in original container
	-labeled by pharmacy (if applicable)
	-not be expired
       4.	Medications will be stored in the nursing office (unless authorized to self carry)
       5. 	Only the school nurse, substitute nurse, parent/legal guardian or trained designee (epinephrine) is permitted to administer this medication in school (unless appropriate signatures for self administration and self carry {physician and parent/guardian signatures} are in place).
       6.	A new form must be completed for each medication, change in medication or dosage and must be completed for each new school year.

*Please note: An adult must drop off all medication to the school nurse (students are not allowed to      
                          carry medication to school).

Please feel free to contact the school nurse with any questions/concerns.
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Plumsted Township School District
Release from Physician and Parent for School Nurse to Administer Medication to Student
All medications (whether prescription or over the counter) shall be brought in by the parent/guardian in the original labeled container and shall be picked up at the end of the period of medication or at the end of the school year (any medications not picked up shall be discarded).  Prescribed medications and over the counter medications, including vitamins, all require a written doctor’s order.
Children are not permitted to self-administer any medication in school (students needing life saving medication are an exception to this rule, but must have proper documentation from their physician on file in the health room).
∙The administration of medication to a student during school hours will be permitted only when failure to take such medicine would jeopardize the health of the student, or the student would not be able to   attend school if the medicine were not made available to him/her during school hours
∙Before any medication may be administered to any student during school hours, parent/guardian must sign consent giving permission for such administration and relieve the Board and its employees of liability for administration of medication
∙In addition, the district requires the written order of the physician (even for over the counter medication) which shall include:
a. The purpose of the medication
b. The dosage
c. The time which or the special circumstances for which medications are to be taken
d. The possible side effects of the medication
∙The release and order must be renewed by physician and parents annually

Students Name: _______________________________________________________________________
Diagnosis: ____________________________________________________________________________
Name of Medication: ___________________________________________________________________
Purpose of Medication: _________________________________________________________________
Dosage: _____________________________________________________________________________
Time to be administered: _______________________________________________________________
Possible side effects of medication: ________________________________________________________
Required for school trip: ___ YES   ___NO
The School Nurse has permission to administer the above medication as prescribed.
Physician Signature: ______________________________________	Date: _________________

	


Physician Stamp (form is invalid without physician stamp)
Parent/Guardian Signature:_____________________________________Date: _____________
By signing this consent you acknowledge and agree that the Plumsted Township
School District and its employees or agents shall incur no liability as a result of 
injury arising from following the prescribed medication administration.  Furthermore,
parents/guardians shall indemnify and hold harmless the district and its employees or
agents against any claims arising out of this medication administration.

School Nurse’s Signature: __________________________________	Date: _________________


Plumsted Township School District
117 Evergreen Road
New Egypt, NJ 08533
Telephone: 609-758-6800

Dear Parent/Guardian:
The health information you provide to the school nurse regarding your child is confidential and cannot be shared with your child’s teachers without your consent.

Below is a permission slip that will allow the health office to discuss any pertinent health information with the appropriate school staff I order to help keep your child safe and healthy while at school.

If your child has a food allergy, a letter may go home to your child’s classmates informing parents so that a safe environment can be provided, however, your child’s name will not be disclosed.  Also, it is the parent’s responsibility to provide to the health office/teacher a list of safe snacks allowed for your child (this applies primarily to NEPS and DGHWES students).

Please complete and return the form below to the health office.  If you have any questions, please contact your child’s school nurse.

Student Name _________________________________________________________________
Homeroom Teacher ____________________________________________________________
Grade _______________________________________________________________________

______ I hereby give permission for the health office to discuss any health concerns regarding       my child to appropriate school personnel.


______ I do not wish to have my child’s health concerns discussed with any appropriate school personnel.



_______________________________________________			__________________
Parent/Guardian Signature							Date







