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Interboro School District
900 Washington Avenue

Prospect Park PA

Maintained by the Boroughs of Glenolden, Norwood, Prospect Park and Tinicum
MEDICATION GUIDELINES
The Interboro School District recognizes that parents have the primary responsibility for the health of their children.  Although the district strongly recommends that medication be given in the home, it realizes that the health of some children requires that they receive medication in school.

Parents should confer with the child's physician to arrange medication time intervals to avoid school hours whenever possible.  When medication absolutely must be given during school hours, certain procedures must be followed.

FOR PRESCRIPTION and NON-PRESCRIPTION MEDICATIONS:

The parent must complete the request for administration of medication form.   Any change in dosage must be accompanied by a physician’s note.


The Physician must complete and sign the form for prescription and non-prescription medications. 


Any medication to be given during school hours must be delivered directly to the school nurse, the school principal or his designee by the parent or a responsible adult.  The medication must be brought to school ONLY in the original pharmaceutical dispensed and properly labeled container.  Consent form for prescription and non-prescription medications should be signed at this time.


A medication log will be kept for any child receiving medicine during school hours.

Prescription and non-prescription medication will be kept in a locked container in the nurse's office.


Students in grades 6 through 12 will be responsible for reporting to the 

nurse’s office at the time the medication is to be given.  As needed, and in grades K – 5, individualized plans will be made for the administration of medication by the nurse.  
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           Interboro School District
900 Washington Avenue

Prospect Park PA

Maintained by the Boroughs of Glenolden, Norwood, Prospect Park and Tinicum
Dear Parent/Guardian,
It is a procedure of the Interboro School District to administer to students prescription or non- prescription medication only when absolutely necessary, To ensure the safe administration of medication to your child, this permission form and the physician request for medication administration form must be completed, signed, and returned to school. 

Prescription medication must be brought to school ONLY in the original pharmaceutical dispensed container with the prescription label intact, and must be brought to school by an adult.  Non-prescription medication must be brought to school in the original packaging.  Please do not bring unlabeled or outdated bottles to school. Any change in dosage of medication must be reported to the School Nurse immediately and accompanied by a note from the physician.

I have read the medication guidelines and give permission for my child to receive the following prescribed medication.
Name of Student

Name of Medication 

Time of Medication Administration

Dosage of Medication

Prescribing Physician

________________________________  __________________________________________

Date





Parent or Guardian Signature

*For Inhalers, Epi-Pens and Insulin
I____________________ understand that____________________ will be responsible to self- 
 
Parent/guardian




Student
carry and self- administer ____________________.  I acknowledge that the school is not                                                                              



Medication






responsible for ensuring the medication is taken and relieving the district and its employees of responsibility for the benefits or consequences of the prescribed medication.   
Parent/
Guardian Signature: ___________________________________________
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Interboro School District
900 Washington Avenue

Prospect Park PA

Maintained by the Boroughs of Glenolden, Norwood, Prospect Park and Tinicum
PRIVATE PHYSICIAN REQUEST FOR MEDICATION ADMINISTRATION DURING SCHOOL HOURS

Dear Doctor:

The parent/guardian of __________________________________________________________

Has requested that we administer medication(s) namely________________________________

____________________________________________  to the student during the school day.

It is our procedure to request that medication be given before or after school hours whenever possible.  However, if it is essential that the student receive the medication(s) during the school hours, please complete the following information.

NAME OF THE MEDICATION: _____________________________________________________________ 

DIAGNOSIS/REASON FOR MEDICATION:_____________________________________________________

DOSAGE: _____________________________________________________________________________

MODE OF ADMINISTRATION: __________________________________________________________

DURATION OF MEDICATION ADMINISTRATION: ___________________________________________

POSSIBLE SIDE EFFECTS OR CONTRAINDICATIONS: _________________________________________

_____________________________________________________________________________________

CURTAILMENT OF SPECIFIC SCHOOL ACTIVITY (sports, shop, lab, etc) _________________________

_____________________________________________________________________________________

OTHER MEDICATIONS PRESCRIBED BY PHYSICIAN THAT STUDENT IS TAKING OUTSIDE OF SCHOOL HOURS: ______________________________________________________________________________

FOR INHALERS EPI-PENS, AND INSULIN, IS STUDENT CAPABLE OF SELF ADMINISTRATION? __________ 

MAY STUDENT SELF CARRY? ____________

______________




____________________________________

Date






Physician Signature








____________________________________








Physician Telephone Number








________________________________________________


Thank you for your cooperation.





School Nurse
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