MEDICATIONS

Pope Co. Elementary/Jr. High
126 St. Hwy 146 W.

Qolconda, IL 62938

In accordance with Pope County Unit # 1 Policy and lllinois State Board of Education guidelines, childran’s

medication should be administered at home. Only those medications, whether presceiption or non-prascription,
that are absolutely needed during school hours shall be administered at school and only if the following condition
are met:

1. We must have written instructions signed by BOTH the parent or guardian and the prescribing physician.
The parent must complete and sign below. The physician may sign below, submit another form or fax
instructions to your child's school.

2. The medication to be given must be brought to school by a parent/guardian in a container appropriately
labeled by the pharmacy or physician.

3. The parent/guardian must assume the responsibility for keeping track of when additional medication will
be needed: '

4. This medication sheet will be valid until the end of the school year. A new medication form MUST be
signed at the beginning of year school year.

Print Student’s Name:

Name of Medication: Dose | '
Purpose of Medication:

Time to be Administered:

Termination Date: _

Side Effects:

*Asthma — Student is able to self administer inhaler:
(Must be signed by M.D., P.A., or N.P. for child to administer at school)

Physician’s Signature | Date

claims | might have against the School District, it's employees and agents arising out of the administration of said
medication.

| also give permission for medical release to school records custodian/staff involved in obtaining and/or releasing
information on the above student in regards to behavioral progression and/or medications issues when deemed

necessary.

Parent/Guardian Signature Date

**The School District retains the discretion to reject requests for the administration of medication.™




HEALTH AND MEDICAL HISTORY
Pope County Elementary/Jr. High School

(Note: Anymodlﬁcationstothechild’s diet that are to be provided by the school must be detailed on the Food Modification
Form and signed by a physician. Obtain this form from the School Nurse or Secretary)

(Note. Formedstobegivmatschoobﬂ\enediabonAuﬂnrizaﬁonFommustbemmplemd andsignedbyaphysidanandbya
parentprbrmﬂlatmedbemggwmatsd\ool Obtain this form from the School Nurse or Secretary)
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Does child wear glasses, hearing aids, etc?
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