Albert Gallatin Area School District
Smithfield Elementary School
23 Liberty Street

Smithfield, PA  15478
(724) 569-9570
(724) 569-1608 FAX

TO:
Physicians Caring for Albert Gallatin Area School District Students

FROM:
Carl Bezjak, Superintendent

DATE:
__________________________

RE:
Administration of Medications during School Hours

The Albert Gallatin Area School District is opposed to and discourages the use of medications during school hours.  Every attempt should be made by the attending physician and parents to schedule the administration of medications at times other than school hours.

However, the administration of medication to a student during school hours will be permitted in accordance with the directions of a physician, if failure to take such medication would jeopardize the health of the student and/or the student would not be able to attend school if the medicine were not made available.

Attached is the District’s Authorization for use of Medications During School Hours form.  This form must be completed and signed by the physician in order for any medication to be given during school hours.  We request that medications needed three times a day or less be scheduled during the time students are not in school.

We appreciate your cooperation in this matter.   Thank you.

GUIDELINES FOR THE ADMINISTRATION OF MEDICATION

The school nurse, principal or their designee, head teacher, parent or guardian, will administer all medications.

PRESCRIPTION MEDICATIONS

1.  A physician must complete the authorization form.

2. The parent/guardian must also sign the authorization for medication during school hour’s form after the doctor has filled it out.

3. Any medication to be given during schools hours must be delivered directly to the school by the parent or an adult.  The medication must be brought to school in its original labeled container/box from the pharmacy.

4. Inhalers (carried by students) must have written permission by the doctor to do so.
5. Epi-pens (carried by students) must have written permission by the doctor to do so.

6. A medication log will be kept.

NON-PRESCRIPTION MEDICATIONS

1.  Schools will no longer be administering non-prescription/over the counter medication (Tylenol, cough drops, cold medications, creams, etc.).  This medication will be given only with a written order from the doctor or if a parent/guardian comes to the school to administer this medication to the student.

2. The parent/guardian must also sign the authorization for medication during school hour’s form after the doctor has filled it out.

3. A doctor must complete the “Authorization for Medication During School Hours” form, before any non-prescription over the counter medication will be given during school hours.

4. Medication is to be brought to the school in the original labeled container.  Medication in other containers (plastic bags, Tupperware, pill boxes, etc.) will not be acceptable.

5. A medication log will be kept.

Medication that is prescribed three (3) times a day can be given at home before school, after school, and at bedtime.  If your doctor prefers a different schedule, the doctor must complete the “Authorization for Medication During School Hours” form.

ALBERT GALLATIN AREA SCHOOL DISTRICT

ASTHMA EMERGENCY ACTION PLAN

STUDENT INFORMATION

Name of Student ______________________________________  DOB: __________________________

Grade __________________ Homeroom Teacher _____________________ Date _________________

Physical Education Days and Times _______________________________________________________

EMERGENCY INFORMATION

Parent/Guardian Names ________________________________________________________________

Mother Telephone ____________________________ Father Telephone _________________________

Mother Cell _________________________________   Father Cell ______________________________

Physician’s Name _____________________________   Telephone _____________________________

Other emergency contacts available during school hours

Name __________________________________ Telephone ________________ Cell ________________

Name __________________________________ Telephone ________________ Cell ________________

Name __________________________________ Telephone ________________ Cell ________________

Asthmas Emergency Action

The following are possible signs of an asthma emergency:

· Difficulty breathing, walking, and/or talking

· Blue or gray discoloration of the lips and/or fingernails

· Failure of medication to reduce worsening symptoms

These signs indicate the need for emergency medical care.  The steps that should be taken are:

· Activate the emergency medical system in your area; Dial 911

· Call parent/guardian and/or physician

Asthma Triggers: _____________________________________________________________________

___________________________________________________________________________________

Personal Best peak Flow: _______________________________________________________________

List all current Medications being taken:

Medication _______________________ Dosage _________________ Times to be taken ___________

Medication _______________________ Dosage _________________ Times to be taken ___________

Medication _______________________ Dosage _________________ Times to be taken ___________

Medication _______________________ Dosage _________________ Times to be taken ___________

Physician’s Signature ________________________________ Date _______________________

Parent’s Signature ______________________________________ Date_______________________

ALBERT GALLATIN AREA SCHOOL DISTRICT

AUTHORIZATION FOR USE OF INHALER/EPI-PEN MEDICATION DURING SCHOOL HOURS

TO: __________________________________________ Date: _________________________



School Nurse/Building Principal

Please permit ____________________________________ to take the following medication according to the instructions of the physician of record as indicated below, during school hours in order to maintain sufficient health to participate in the school program.

Name of Medication _____________________________________________________

Prescribed Dosage ___________________________      Time Schedule _________________________ 

Length of Time   ___________________ Days        ______________ Months       _____________ Indefinitely 
Diagnosis _____________________________________________________________________

Reason for Administration _______________________________________________________

Possible Side Effects ____________________________________________________________

*For Inhaler Medication only

Physician must initial one of the following:

__________ It has been determined that this student is able to self-administer and carry inhalant medication and has been trained in its use including knowing when the medication is to be used.

___________ This student should not self-administer inhalant medication.

Physician’s Signature ________________________________ Date _______________________

*For Epi-Pen Medication only

Physician must initial one of the following:
__________ It has been determined that this student is able to self-administer and carry Epi-Pen and has been trained in its use including knowing when the medication is to be used.

___________ This student should not self-administer Epi-Pen.

Physician’s Signature ________________________________ Date _______________________

Telephone Number ___________________________________________

PARENTS

I understand that:

- No medication will be administered without proper authorization.

- Any change in medication, dosage, etc. requires new authorization.

- All medications should be turned into the office/school nurse by the parent.

- All medications must be renewed at the start of the school year by a physician’s written order.

I do hereby release, discharge and hold harmless the Albert Gallatin Area School District, its agents and employees, from any and all liability and claim whatsoever for the administration of the above medication.

Parent’s Signature ______________________________________ Date _______________________

Address __________________________________________________________________________

Telephone No. _____________________ Cell No. ___________________ Work No. ____________________

