SchoolDistrict.  Tolland Public Schools School: Grade:

AUTHORIZATION FOR THE ADMINISTRATION OF MEDICINE BY SCHOOL PERSONNEL
Connecticut State Law and Regulations 10-212(a) require a writtsn medication order of en authorized prescriber, (physician, dentist, advanced practice
registered nurse or physiclan's assistent) and parent/guardian written authorizetion, for the nurse, or in the absence of the nurse, a designated
principal or teacher to administer medication. Medications must be In the original properly labeled container and dispensed by a
physician/pharmacist.

Prescriber’s Authorization

Name of Student: Date of Birth:

Address:

Cordition for which drug is being administered:

Drug Name:
Gm%mmmm Dose Route:

Time of Administration: If PRN, frequency:

Relevant side effects:  [—None expected [ spectfy:
ALLERGIES: DNO DYES (specify):

Medication shall be administered from: 0
et ortyer Month / Day / Year Month/Day/ Year
Prescriber's Name/Title:
(Type or prinf)
Telephone: Fax:
Address:
Prescriber's Signature: Date:

UseTor Prescriber's Stamp

PARENT/GUARDIAN AUTHORIZATION
| hereby request that the above ordered medication be administered by school personnel. | understand that this medication will be destroyed if not
picked up within one week following termination of the order or the last day of school, whichever comes first. 1 give permission for the exchange of
information between the prescriber and the school nurse when necessary to ensure the safe administration of such medication.

Parent/Guardian Signature: Date:

Parent's Home Phone #; Work #:

SELF ADMINISTRATION OF MEDICATION AUTHORIZATION/APPROVAL

Self administration of medication may be authorized by the prescriber and perent/guerdian and must be approved by the school nurse in accordance
with Board policy.

Prescriber’s authorization for self administration; DYes |:| No _
Signature Date
Parent/Guardian authorization for self administration: [ |Yes [ ]No
Signature Date
School nurse approval for self-administration: 0
Competency evaluation required. [:|Yes D No
Can not prevent students with asthma or cartridge Sianature Date
injectors from seif cany. See Sec. 10-212a-2 g

SRC-1,Revdi1; cg



Tolland Public Schools

51 Tolland Green, Tolland,
Connecticut 06084

Tolland High School
Cynthia Davidson, BSN, RN
860-870-6838

FAX 860-870-6839

Tolland Intermediate School

Paula Feyerharm, MA, RN
860-870-6891 FAX 860-370-2602

Tolland Middle School
Laura Dolcelli, BSN, RN
860-870-6868

Fax 860-374-2428

Birch Grove Primary School
Olivia Fischer, ADN, RN
860-870-6755 FAX 860-370-2603

PROCEDURE FOR REQUESTING MEDICATION ADMINISTRATION

If your child requires a prescription or over-the-counter medication during the school day OR during
extended field trips outside of a school day, you must follow the guidelines required by Connecticut
General Statutes, Sec.10-212a and Connecticut Administrative Regulations, Sec.10-212a-1 through
10-212a-10. These procedures promote safe practices for students and staff. Please read them
carefully.

1. For each medication that must be administered daily, or on an as-needed basis, the parent must
obtain the written order of an authorization prescriber (physician, dentist, advanced practice
registered nurse, ophthalmologist or physician assistant) using the Authorization for
Administration of Medicine by School Personnel (see over). A new order is required each year.

2. The authorized prescriber must fill in the information requested on the form:

1. Student name

Name and generic name of medication

Dosage of medication

Route, time, frequency of administration

Indication for medication

Any potential side effects including overdose or missed dose of medication

Start and termination dates not to exceed 12 month period
8. Written signature of prescriber.

A parent or guardian must sign the “Parent/Guardian Authorization” portion of the form.

4. The medication must be packaged in the ORIGINAL PHARMACY CONTAINER, clearly labeled
with the student's name, the authorized prescriber’s name, and the prescription.

S. The medication and completed authorization form must be delivered to the school nurse by a

responsible aduit.

No more than a 3 month supply may be stored at the school.

At the end of the school year, medications not picked up by parents or guardians will be

destroyed per Sec 10-212a-5-14i.

o
NoorwoN

No

Thank you for your cooperation. Please contact the school nurse at your school if you have any
questions.



