T@® THE PHYSICIAN:

Your patient has requesfed that medcation be zdminlstered In schoot. ideally, the adminlstration of madication shouid take place at home. Howavar, for studenta who requlre
medication during the school day in order to funciion [n the classroom, Schaal District Polley does permlt (lcensed school staff {o adminlaier madication. In some cases, students may self-
administer thelr medication.

IF YOUR PATIENT'S MEDICATION CANNOT BE ALTERED S0 THAT ALL ARE RECEIVED AT HOME, PLEASE COMPLETE THE REQUEST ON THE REVERSE SIDE- A
SEPARATE REQUEST IS REQUIRED FCR EACH MEDICATION OR TREATMENT.

Plaase fill in all of the spaces. Mlesing Information will cause the form fo be returned to you. This will cause a dalay In your patient raceiving medlcation/treatment.

Th ank;you .

~

School Health Ssrvices

DEAR PARENT/QUARDIAN:

Some children need the administration cf medication In order to function in the classroom. Ideally, thfa should talke place at home. If your child's medication schedula cannot be
altered and adminislered at home, you can request the medication to be given In gchoal by seelng the school bursea.

Once the Schoael Nurse has approved the request, you will be requlred 1o bring the medication to school properly labeled and packaged by a Reglstered Pharmaclist. The
medication botfle must have Saf-T-Closure Cap and the [abel must include:

+ Patjent Name * Prescription Date (current) d

» Pharmacy Name - » Name of medication, dosage farm, expiration date (If refevant)
« Pharmacy Address and Phone# * [nstructions for administration

» Prescription Number » Name of prascribing health care provider

This procedure must be repeated each echogl year and{or each time there 1s a change [n dosage.

Parents/guardians must pick up unused or explred medication In pergon, or send an authorized responsihle adult with & note from you. Unused medication which
is not picked up within 10 days, or by the last day of school, will be dastroyed/discarded.

If yau have any guestions on this procedurs, please contact the school nurse,

. Thank you.
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THE SCHOOL DISTRICT OF PHILADELPHIA
SCHOOL HEALTH SERVICES
REQUEST EQR ADMINISTRATION OF MEDICATION, TREATMENTS OR LSE.OF FQIIPMENT IN SCHOOI
[PLEASE SEE MESSAGE TO PHYSICIAN AND PARENT ON BACK OF FORM}
v:<m“0_>z PLEASE NOTE: Fill in all ofthe spaces. Missing information will cause the form to be returned Te The Principal
to you. This will cause a delay in your patient receiving medication / freatment. A separate request is needed

for eagh medlcation. + | autharize the certified school nurse to administer the indicated medication, or | i
NAME OF PATIENT/STUDENT ADDRESS/ZIP . ROOM/BOOK NO. to use the eguipment or machinery as prescribed by my child's heaith care ;
. g — provider, whose signature appears on this form.
DATE OF BIRTH SCHODLORGE REGIONAL OFFICE BIo . * My child may seif-administer medication/equipment as determined
7 _ appropnriate by the school nurse.

DIAGNOSIS: - _ - . * | authorize the school nurse to communicate with my child's health care

’ : provider and my health care provider to reply, as needed, regarding thie

REASON MEDICATION MUST BE GIVEN IN SCHOOL: medication/ equipment and/or my child's response.

NAME OF MEDICATION/EQUIPMENT/TREATMENT: DOSE:

TIME(S) TO BE GIVEN IN SCHOOL: TOTAL DOSAGE PER 24 HRS: |

DATE BEGIN; A DATE END: I , |

NSTRUGTION FOR ADMINISTRATION/UTILIZATION: ; W
i i

PARENT TELEPHONE
SIGNATURE NUMBER —
CONTRAINDICATIONS:
; EMERGENCY b
DATE SIGNED - NUMBER : W

SIDE EFFECTS:

. IN ACCORDANCE WITH CURRENT SCHOOL DISTRICT PROCEDURE

| have assessed this student and he/she has demonstrated competency and
may self administer this medication/treatment (_ Jyes (__) no

TREATMENT OF SIDE EFFECTS/ACTION TO BE TAKEN!

- = + The administration of this medicationftreatment was approved on:
iS ANY RESTRICTION ON ACTIVITY NECESSARY: ves ] No [ DATE

IF YES, DESCRIBE:

18 STUDENT TAKING ANY OTHER MEDICATION? YES m NG D SIBNATURE OF SCHOOL NURSE

IF YES, NAME OF MEDICATIONS: : .
_.Li TELEPHONE NUMBER OF SCHOQOL NURSE

1S SIMILAR EQUIPMENT KEPT BY THE CHILD'S FAMILY AT HOME? ves [ No [ ,
PRINT NAME OF HEALTH CARE PROVIDER/GREDENTIALS FELERPHONE |
wuummmm . EMERGENGY NUMBER
L. |
SIGNATURE OF HEALTH CARE PROVIDER BATE SIGNED

] .
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