Quakertown Community
School District

Dear Parent/Guardian:

If your child must take medication during school hours, a Medication During School Hours permission form
must be completed. Please make every effort to plan a medication schedule so that all medications, whenever
possible. are taken at home, rather than at school.

A parent/guardian’s written permission is required when medication is sent to school. Prescription and
non-prescription medications sent to school mU\l always bg in the original container and stored in th

office. Students may carry

order and demonstrated competency to ;e[t-admgmgter these medugngn,s

Nurses are assigned to all our schools. However, a nurse is not present in every building at all times.

The nurse will supervise the taking of the medication if we have parental written permission and the physician’s

written directions.

You, the parent/guardian, have these OPTIONS if you supply and wish us to supervise the taking of
“over-the-counter™ medications when a nurse is NOT in the building.

I. The parent may call the nurse and arrange a schedule when the nurse is in the building.

2. The parent may come to school and administer the medication.

Please contact the nurse in your child’s school if you have any questions.

Sincerel

Matthew Friedman, Ph.D
Superintendent
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Return this form to
Quakertown Community your child’s

School District building Nurse

MEDICATION DURING SCHOOL HOURS CONSENT

Child’s Full Name: School: Grade:

Whenever possible, parents/guardians should administer medications at home. However, we realize that at times your
child may need to take medlcatron durmg school hours Medlcatlon(s) will be admlmstered in school by licensed
personnel on : edica _ - -
parent/guardian. ThlS mcludes prescrlptlon over-the counter, and complementary and altematlve medicines.

You, the parent/guardian, MUST complete the following and return to your child’s school nurse:

[ request that employees of the Quakertown Community School District supervise my child’s taking of the medication
listed below. I release the school district and its employees from liability for any damages my child may suffer as a
result of this request. [ understand that this medication may not be shared with another student and that such an act is a
violation of the school district’s drug and alcohol policy. I give my permission for the School Nurse to speak with the
physician regarding this medication prescription.

Parent/Guardian signature: Date:

Parent/Guardian name printed: Phone:

Prescription and non-prescription medications sent to school must always be in the griginal container and stored in the

nurse’s office. Whenever possrblc a pdrent/ guardran should dehver the medlcatlon to thc nurse’s office. Students may

m inister th redicati

Your physician MUST complete the following:

Licensed Prescriber Medication Order:

Patient’s name: Date:
Name of medication:
Route and dosage:
Time of administration:
Directions:

Discontinuation date:
Allergies:

() MD to initial: I certify that it is imperative that this child carries the above medication during the school day. This child has verbalized
an understanding of when it is appropriate to administer this medication and has demonstrated the ability to self-administer this medication.

Licensed prescriber signature:

Licensed prescriber name printed: Phone:
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