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 Kingsway Regional School district 

                                                                                      Committed to Excellence 
 

                                                       Mrs. Megan Anastasia, RN, BSN, CSN                     Mrs. Kate Richards, RN, BSN, CPN, CSN                                                                                                                                                                                                                                                     

                                                       7th & 8th, ext. 3022                                                     9th & 10th, ext. 4221 
                                                                  
                                                                                                                                         Mrs. Barbara Neal, RN, BSN, CSN 

                                                                                                                                         11th & 12th, ext. 4216  
 

                                                      Middle School Fax (856) 467-5968                           High School Fax (856) 467-4136  

 

Home of the Dragons 
 

201 Kings Highway Woolwich Twp., NJ 08085 ∙ Phone (856) 467-3300 ∙ www.krsd.org 

 

 
 

Indemnification/Hold Harmless Agreement 

for Pupil Self-Administration of Medication 

 
We, the parents/guardians of   

(Pupil Name) 
 

hereby acknowledge and agree that the Kingsway Regional High School District shall incur no 

liability as a result of any injury arising from the self-administration of medication by 

 . 
(Pupil Name) 

 

We further agree that, pursuant of N.J.S.A. 18A:40-12.3(d), we shall indemnify, hold harmless 

and defend the Kingsway Regional High School District, its employees and agents, from and 

against any and all costs, expenses (including reasonable counsel fees), liabilities, judgements, 

losses, damages, suits, actions, fines, penalties, claims or demands of any kind and asserted 

by or on behalf of any person or entity arising out of or in any way connected with the 

self-administration of medication by  . 
(Pupil Name) 

 
 
 
 

 
Parent/Guardian Signature Date 
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