
Dear ParenUGuardian: 

We are concerned about the safety and well-being of the students 

who have been identified as having asthma. It is important that they have 

access to the necessary medication for controlling symptoms of asthma as 

quickly as possible. 

The Pennsylvania General Assembly passed a law requiring that 

schools have a policy to allow students to carry their inhalers with them. 

The Grove City Area School District has written such a policy as well. I 

have attached a prescription form/action plan which will need to be 

completed by your child's physician and signed by a parent or 

guardian. The form must be on file in the nurse's office for any 

student who uses or carries an inhaler. The decision about whether 

or not your student self-carries or keeps his/her inhaler in the nurse's 

office is best made by the parent and physician. 

Please contact me if you have any other questions or concerns. 

Respectfully, 

Jennifer Heaney RN, CSN

Certified School Nurse 

482 EAST MAIN STREET , GROVE CITY, PA 16127 

PHONE: 724-458-7570 v FAX: 724-458-0444 







. Medication Administration Consent And 
Licensed Prescriber Order 

Grove City Arca School District 

Dntcffimc: Sludcnl Nnme: __________ _ -----------

School: ____________ _ Teacher/Grade: 
---------

In accordance wilh school policy, mcdication(s) should be given nl home before nnd/or nftcr school. 
However, when this is not possible, prior lo receiving the medication nl school, each student must provide 
the school nurse with a Medicatio11 Admi11is1ratio11 Co11se11t form signed by the student's parent/gunrdi:ln 
and a Medicatio11 Order from n licensed prescriber. All medications must be in an original prescription 
bolllc/conlniner from a pharmacy. All mcdicntion(s) must be delivered lo a license nurse. A student may 
not transport medication. 

Parent/Guardian Consent: 

I give my permission for my child, _____________ . to receive the following 
medication as ordered by a licensed prescriber during the school day. I understand that the medications 
wiJI be given by school health personnel according 10 my child's licensed prescriber's dircclions. 

Parent/Guardian signature: __________ _ Dale: ________ _ 

Parent/Guardian name printed: _________ _ Phone: _______ _ 

Nurses Signature: ____________ _ Dateffime Rec'd: 
------

Amt. Rec'd: 
------

FOR PHYSICIAN USE 

Licensed Prescriber Medication Order: 

Patient's name: 
--------------

Name of medication: 
-------------------------

Route and dosage: 
Time of ndminlstr:,rion: _______________________ _ 
Directions: -----------------------------

Discontinuation date: 
-------------------------

A II erg i es: 

Licensed prescriber signature: ___________________ _ 

Licensed prescriber name printed: _________ Phone: _______ _ 






