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Student Name: _________________  Grade: ______

For the 2010 - 2011 school year, BELOW IS THE POLICY FOR:

1. Prescribed medications,

2. Over-the-counter medications, and

3. First aid medications.

Please note that if you choose for the school to administer any of these three to your child, the school requires prior written authorization by the parent or guardian.  Please note the following requirements so that we may serve your children appropriately.

1. For over-the-counter medications, parents need to bring the medication in the original container when needed.  Each container must be labeled with the child’s name and the exact dosage to be given in the office (For example, this would include Tylenol or Advil products for children).  Please only send for use as necessary.

2. For prescribed medications, each medication must be sent in the original container that notes the child’s name and dosage.  Inhalers must be sent in the original prescription box.

3. For first aid, use of Polysporin ointment and or calamine/caladryl lotion (which will be available at school), must be signed below to authorize the school to use these two items.

4. For special situations, please call our receptionist or office manager in the office, to set up a meeting to make individual arrangements.

I authorize Independent Day School staff to administer during school the following medications.  I have initialed, as necessary:

____
Polysporin First Aid Antibiotic Ointment: First aid to help prevent infection in minor cuts, scrapes, and burns.

____
Calamine.Caladryl Lotion: For the temporary relief of pain and itching associated with sunburn, insect bites, poison ivy, poison oak, and minor skin irritations.

I authorize Independent Day School to administer the over-the-counter medication _______________ to













        Medication

my child ______________________________________.  My child is to receive ______________ of this



Child’s name






          Dosage

medication at __________.



   Time(s)

I authorize Independent Day School to administer the prescribed medication __________________ to my













Medication

child ______________________________________.  This medication was prescribed by Dr. ______________




Child’s Name








      Name

My child is to receive __________________ of this medication at __________.





Dosage




     Time(s)

IN CONSIDERATION FOR THE AGREEMENT BY INDEPENDENT DAY SCHOOL TO DISPENSE MEDICATION TO MY CHILD IN ACCORDANCE WITH MY INSTRUCTIONS, I, HEREBY RELEASE THEM FROM ANY AND ALL RESPONSIBILITY IN CONNECTION WITH THE DISPENSING OF THESE MEDICATIONS.

________________________________
______________
_______________________
___________

      Parent/Guardian Signature

       Date


  Notary

      Date

�





AUTHORIZATION TO ADMINISTER MEDICATIONS


(OVER-THE-COUNTER AND PRESCRIPTION)
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