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STUDENT MEDICATION PERMISSION FORM

In accordance with New Jersey State Law, Springfield Tewnship Board of Education policy states that: school
nurses only are to administer any medication to students.® This is to be done only if medication has been pre-
scribed by the child's physician who has noted diagnosis, medication, dosage and time. This includes any over-the-
counter drug. In addition, parent/guardian must sign permission form below and return to the school nurse.

Prestription must be in properly labeled pharmacy containers: over-the-counter medications must be in the original
container and accompanied by physician's note. Medication should be brought to school and picked up by desig-
nated adult. All medications seat to scheot will be locked in the nurse's oft'cc Students are not fo carry any medi-
cation. :

' “btaza Law aliows for pup1ls 10 self-administer medication jor asthma or other potentiaily life-threatening illnesses
arowdcd certain stipulations are followed.
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TO BE COI\I_PLETED BY PHYSICLAN

-‘\L_t‘mnzatmn is hereby given for medication fo be administersd in school 10:

Name of Studeat School GradesHR
.“.-iedication Dizgn 5¢5
Dosage : : ' F:equenc*‘; Time o be given
"Selfﬁac’_rmmsuzho-x of medication shall be Hmited 10 the us2 of ighalers crepipeas . _ . I hereby ceruify et
this student has < __(a potentiaily life-threatening condition); has bce-l tmmed id the usa of
(name of inhaler’epiper), and is capable of self-adminisiration of this medicaticn
for the . school vear. '
Printed Name of Physician Signamure of Physician
Telephcne Wumber Date

TOBEC O}'EPLE'IED BY P_—‘LR.EI‘("I/ GDARD [AN

Phereby give permission for the school urse to administer the above medication (which has been prescribed by =y
doctor) to my child . Ishall bring the medication in its original con-
1ziner, properly labeled from the pharmacy. Irelease the Spm:vf eld Township Board of Education and its employ-
ees from any Lability concemed in the administration of such medicine.

.

Signature of Parent/Guardian . Date

*I-give my child permission to self-administer (name of inhaler/, eDlpcm) ) o the
absence of their parent/guardian er school nurse. | relisve the Springfield Tow nship Board of Education and its e
plovees of any Hability, lossés, damages incurred by the Springfield Township Board of Education due 10 self-
administration of medication ofmy child.

Signature of Parent/Guzrdian Date




