   Ellis School SAU 83 Fremont, NH 03044
    Administration of Medication in School

The New Hampshire State Board of Education Policy concerning the taking of medication in school requires that the following steps be completed before any medication may be given during school hours:

1. A written doctor’s order which includes the name of the medication, the dosage, the time the medication is to be taken and the length of time the child is to be on the medication. The necessary information may be faxed to the nurse, 603-895-1106.

2. Authorization for prescription medication during the school day form signed by the parent below.
3. The medication (in the original container or prescription bottle) should be brought to school by the parent.

4. Older students who are responsible may carry their inhaler if they have a written order from the doctor stating it is OK for the student to carry his/her own inhaler.

________________________________________________________________________

                                       PHYSICIAN”S STATEMENT  

I hereby instruct the designated school staff member to assist this student with the following medication.

Student’s Name: __________________________________________

Medication: _____________________________________________

Dose: __________ Route:_________________ Time:_____________
Duration ________________ Diagnosis:________________________

Physician’s Signature ___________________________________ Date:________

________________________________________________________________________

________________________________________________________________________ 
                                       PARENT’S STATEMENT
I, the parent/guardian, request that my child,  ________________________, be administered or assisted in taking his/her prescribed medication during school hours. I agree, by signing this statement, that I will not hold liable the Ellis School District, the school nurse or any members of the school staff who are directed by the school nurse to assist my child in taking his/her medication. I further agree that the school nurse or designee may contact the prescribing physician to discuss the effectiveness or adverse responses to the above medication at their discretion.

Date: ___________________ Parent’s/Guardian Signature:_____________________
