EAST ELEMENTARY
1035 Washington Ave.
Alton, Il. 62002

May 1 ,2023
Dear Parent or Guardian;

If your child is taking medication at school during the school year, a new “Medication
Authorization” form MUST be completed each school year. You need to bring the new
form to the school your child will attend next year with the medication before it can be
administered. Enclosed for your convenience are copies of the policy and consent form to
be signed by you and the doctor. Return the form and the medication at the beginning of
the 2023-2024 school year. If your child has an emergency medication, please take all
paperwork including medication authorization forms, action plans, emergency plans, and
fill out with the physician.

The medication that your child has at school currently needs to be taken home over the
summer. An adult may pick it up from the school office on or before May 22, 2023. If it
is left at school, it will be destroyed. If your child attends summer school, it will be your
responsibility to make contact with the summer school nurse and bring the medication to
summer school as well. The medication form that you currently have for this school year
will be accepted for summer school.

If you have any questions or need assistance, please contact the school at 463-2130.
It has been my pleasure to assist your student with his/her healthcare needs this school
year.

Have a happy and safe summer break,

Amy Hogue, RN
School Nurse
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the student’s school bullding

Student’s Name: ‘ DOB:

Addrass: ’
Home Phone: Emeargency Phone: { :
Schoal: Grade: Tezcher: l

To he complstad by the studant’s physidiam

Name of Meadicatian: J Dosage: Fraquency:
Tirne o be given Date of prascription: Date of order: ’ Discontinuation dzte:
at schoal:

Dizgnasis reguiring medication: \ Intended effect of medicztion:

Miust this medlcstion be 2d ministerad during the school day in ordar to allow
thez child to sttend school orto nUdFES: the student's medlcal candition: gs: Na: Expectad side affects, if any:

IR

The medication abowve is to ba self-administarad. | cartify that

he student narnad 2bove

has baen instructad in the use and salf-administrztion of the above
named medication 2 nd the child can fulfill the raguiremeants of the procadure.

hz shove studant may carry the prascribad medication 2nd / or inhaler.

Othar medications student s racaiving: l

| I ]

l Date: l , Physiciar’s Name: ‘ l
{please print)

Physician’s addrass: ’ } Phuna:z Emergency Phone: l

| confirm that | am primarily responsible for the administering of medication to my child. However, in the event that ! am unable to do
50 orin the event of @ meadical emergency, | hereby authorize Altan Community Unit School District #11 and its employee's and
agents, in my behalf znd stsad, to administer or to attempt to administer to my child (or to allow my child to self-administer, vhile
undar tha supervisian of the employes’s and agents of the School District) lawfully prescribed medication in the manner described
above. | acknowledge that it may be necessary for the administration of medications to my child to be performed by an individual
ally consent to such practices, The Schoal Nurse caring for my child may communicate with the
prescribed physician regarding medications or health issues relating to this medication. | further acknowladge and agree that, when
the lawfully prescrib ed medication is so administered or attempted to be adrministared, | waive any claims | might have against the
School District, it's employee’s and agents arising out of the administration of said medication. In addition, | agree to hold harmless
and indemnify the Schoal District, it's employes’s and agents, either jointly or separataly, from and against any and all claims,.
damages, causes of action or injuries incurrad or resulting from the administration or attampts at administration of said medication.

other than a school rnurse, and specifica

D if your child has asthma, | understand, '

in sccordance with the new Asthma ' : T
Action Plan Law, an Asthma Action Plan _ ‘ parent(s) / Guardian (s) Name (Ple
MUST be provided to the school for all .
students with Asthma. Plzase raguest &
an Asthma Action Plan from your doctor.
The inhalar should ba brought to school .
with the Asthma Action Plan and the : [ ‘

madication authorization.form and Dat

givan o the nurss for raviaw.

ase Print)

parant(s) / Guardian(s) Signaturz

DLN-24 Ressed 3/14/17



Alton Community Unit School District #11
Alton, Hlinois
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No non-prescription medication will be administared at school.

1 i

ONLY MEDICATION THAT IS A.BSOL-UTEL/Y NECESSARY FOR THE CRITICAL HRALTH
AND WELL BEING OF THE STUDENT WILL EE 4DN[L’]\§TSTVRE’ "l \JCHOOL
3. The school nurse must receive a w rﬁsn suuuucn’f lDJ‘”l thu D'ul_rv
is absolutely necessary for ¢ i f
The student's physician must al;
a.  the necessity tor the me
b.  the type of diseass or il
c. the benzils of the medicat
d.  the side affects,
e. thename of the drug, ¢ losaU”, and the fime interval in which the medication is to be talen,
£, and zn emergency number where he/she can be reached
5 A NEW “MEDICATION AUTHORIZATION” FORM MUST BE SUBMITTED
BEACH SCHOOL YEAR, WE WILL NOT ACCEPT COPIES OF FORMS FROM PRIOR YRARS.
AINY CHANGE IN MEDICATION OR DOSAGE WILL ALSO REQUIRE A NEW FORAML.
e B Allepproved. medication must megi hove requitements. Such approyed medication
must be brought in 2 containe r'app p late lv labeled by the DLl)':.lCLa‘l or pharmacist. The pareni or guardian
st bring the medicine to schaol to av unsupervised transporiation.
7, Parents are to use the School Medicaii thorization Form (MN-24) for school adininistration of
medic: ton and the parcn®guardian s 1’§1&hlre 15 reguired.
a. Students kmown to be allergic to “BEE” or other insect stines that 1 MAY reguire SMergency 24 jon of
:&C’\nm and/or transporiation to the hospiial should have the Injectible Medication \LLhou zaflon Form

(1\»’1N -24c) completed and on file. You may get MN-24c from the school nurse or school principal.

Sincerely, 5
4
1

I/
/U/Q-—/(__"’Q,EL__ - \}/\ (o

Student Health Bcnnces Directar



