Warren County Special Services School District

682 Oxford Road
Oxford, NJ 07863
Tel. 908-223-7275 Fax 908-223-7314
ADMINISTRATION OF MEDICATION

Dear Parents and Guardians,

We have many requests from parents to administer medications at school.  State law dictates that the school can only do this under exceptional circumstances where the child’s health may be jeopardized without it, and, then, only after certain requirements have been met.

The Warren County Special Services School District Board of Education has a policy for the administration of medication to students, which is as follows:

Before any medication may be administered to a student during school hours, the board shall require a written request of the parent/guardian which shall give permission for such administration.  In addition, he board requires a written order from the prescribing physician which shall include;

A. The purpose of the medication

B. The dosage

C. The time at which or the special circumstances under which the medication shall be administered.

D. The length of time for which the medication is prescribed

E. The possible side effects of the medication

All medications shall be brought to school in the original prescription bottle which is properly labeled either by parent or guardian or given to the bus driver during the trip to school.  The bus driver will then give the medication to the classroom teacher or aide when they arrive at school.  There can be no exceptions to this procedure, as we must maintain the safety of all children on the bus.

If you wish your child to receive medication in school, sign the attached form, then take it to your doctor to complete.  NO MEDICATIONS CAN BE GIVEN IN SCHOOL WITHOUT THE DOCTOR’S ORDER.

If you have any questions, please call me at the above number, or the nurse in your child’s school.

Sincerely,

Regina Swierc


Regina Swierc








Superintendent
Warren County Special Services School District

682 Oxford Road

Oxford , NJ   07863

Tel. 908-223-7275  Fax 908-223-7314
PHYSICIAN’S ORDERS AND PARENTAL REQUEST 

FOR MEDICATION IN SCHOOL

_________________________________                                      ____________________

Student’s name (Please Print)





           (Age)


________________________________________________________________________________________________

Street Address                                                                 City                                                 State                       Zip

Diagnosis:_______________________________________________________________________________________

Medication:___________________________________Dosage:________________________Route:_______________

Frequency:____________________________________Time of Day:____________________Duration:____________

Side Effects:_____________________________________________________________________________________

Administer on Early Dismissal Days?          Yes FORMCHECKBOX 
                  No FORMCHECKBOX 

Procedure to be followed if child receives medication by syringe (diabetes-bee sting, ect.)

________________________________________________________________________________________________

_____/_____/_____        _________________________________________       (________)______________________

Date                                Physician’s Signature                                                        Phone Number

Physician’s Address

________________________________________________________________________________________________

Street Address                                                                City                                                    State                      Zip

Employment Phone # Father (_______)_________________________Mother (_______)________________________

Name and phone number of person to contact if parents are not available.

________________________________________________________Phone # (_______) ________________________

I request that the above prescribed medication be given to my child in school at the designated time.

_____/_____/_____                                                       ____________________________________________________

Date




       Parent or Guardian’s Signature

