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MEDICATION
 AT SCHOOL

Only medications, which are necessary to maintain the student in school and must be given during school hours, will be administered.

School Medications will be given following these procedures:

1. Medication (prescription and non-prescription) must be brought to school by an adult and given to the appropriate school personnel.

2. A physician/prescriber must sign and date an authorization to give the medication.

3. A parent/guardian must sign and date an authorization to give the medication.

4. Medication must be in the original container labeled by the pharmacy or manufacturer. 

5. The medication label must contain the physician’s name, the student name, name of the medication, directions for use and date.

6. Medication changes must have a written physician’s order submitted to school personnel before any change in the administration procedure, dosage, or stopping of the medicine listed on this form may occur.

7. Medication authorization must be renewed every school year.

8. Medication must be picked up by 10 a.m. on the last day of the school year or it will be disposed of.

9. Discuss with your child that they will be receiving medication at school and it is their responsibility to report to the school personnel, if physically able, at the prescribed time to receive their medication.

Students are not to carry any medication (prescription or non-prescription) on them, or keep medication in lockers or desks. The only exception is asthma medication and EPI-PENS, which can be kept by students with a medication form on file in the nurse’s office signed by the physician and parent.

Attached is a copy of the school medication authorization form.

R. Halemeyer RN, BSN, CSN



Crystal Clark RN, BSN, CSN
District School Nurse





District School Nurse 

WECC:  618- 433-2045    
FAX: 618-433-2054

Eastwood Elementary: 618-433-2145

EAMS:  618- 433-2245
FAX: 618-433-2203

FAX: 618-433-2181

School: _____________________
East Alton Elementary District 13

Medication Administration/Self Administration Consent Form
Student ________________________ DOB__________
Grade____ Teacher_______________

*****************************************************************************************************************************

I understand that the administration of medication by school personnel may be performed by an individual other than a certificated and registered school nurse, and I specifically consent to this.  I further waive any claims against East Alton Elementary District 13, members of the Board of Education, its employees, and agents arising out of the administration or self-administration of said medication, and agree to hold harmless and indemnify East Alton Elementary District 13, members of the Board of Education, its employees and agents, either jointly or severally, from and against any and all liability, claims, demands, damages, or causes of action or injuries, costs, and expenses, including attorneys’ fees, resulting from or arising out of the administration or self-administration of medication.  With respect to student self-administration of asthma medication and the self-administration of EPI-PEN, this waiver and indemnification are not applicable to willful and wanton acts to the extent required by law.
I hereby request and grant permission for East Alton Elementary District 13 school personnel to administer medication to my child according to the physician orders below:

· Parent/Guardian Signature___________________________ Date___________

· Home Phone_____________ Cell_____________ Work_____________Emergency_____________

 *****************************************************************************************************************************

Physician’s Statement (This statement may be signed by a physician’s assistant or advance practice registered nurse having such authority delegated by a supervision/collaborating physician.)
· Must this medication be administered during the school day in order to allow the student to attend school?  ____yes   ___no

ASTHMA

· Is the prescribed medication for an asthmatic condition?
____yes      ____no

 

· Student has been taught and demonstrates knowledge of asthma signs and symptoms and 

demonstrates correct self-administration of asthma medication, whereby student is allowed to 

CARRY and SELF-ADMINISTER asthma medication unsupervised?
___yes ____no

· FOR ASTHMA: THE ATTACHED ACTION PLAN MUST BE COMPLETED.

EPI-PEN

· Is the prescribed medication an EPI-PEN for an allergic reaction?
____yes ____no

· Student has been taught and demonstrates knowledge of allergic reaction and demonstrates correct self-administration of anaphylactic medication, whereby student is allowed to CARRY and SELF-ADMINISTER anaphylactic medication unsupervised?
___yes ____no

· FOR EPI-PEN: THE ATTACHED EMERGENCY HEALTH CARE PLAN MUST BE COMPLETED.

******************************************************************************************************************************

Name of medication: _______________________    Diagnosis: __________________________________

Intended effect: ____________________________  Side Effects: _________________________________

Dosage/amount to be given: _______________________________

Route of administration: __________________________________

Frequency and time of administration: ______________________________________

Duration (week, month, to the end of school year): ____________________________

Other medication student is receiving: ______________________________________________________

******************************************************************************************************************************

· Physician’s signature: ___________________________________ Date: _____________

· Address: ______________________________         Telephone number: _____________
