
WEST ORANGE HIGH SCHOOL
HEALTH OFFICE

51 CONFORTI AVENUE
WEST ORANGE, NJ• 07052-2829

Tele: 973-669-5301 X31521, X31522, X31524
FAx: 973-669-4760

DENISE MAKRJ-WERZEN RN,MT(ASCP)CSN/HT, SCHOOL NURSE SONIA KELLEHER, BSN, CSN, RN, SCHOOL NURSE

School year 2011-2012

Dear Parent/Guardian of___________________________

Our health records indicate your child has an illness/condition that requires administration of
medications during the school day. Therefore, the school policy dictates that you need to provide
us with new and updated medical forms, filled out by your physician and guardians, at the
beginning of each school year. Please take note that all meds, including over the counter
meds, require these forms be filled out each school year.

MEDICAL ILLNESS/CONDITION: Please have your physician complete and sign the
attached forms. Be sure to complete Step 2: Emergency Calls. We must have accurate phone
numbers of those persons to be contacted in an emergency. It is imperative that these forms and
meds be returned to the Nurses' Office as soon as possible.

DAILY OR AS NEEDED MEDICATION ADMINISTRATION: Please bring the
medication in its original container, labeled with your child's name, physician name and
phone number. Please bring all completed medical forms and the medications to the
Nurses' Office as soon as possible.

SELF-ADMINISTRATION MEDICATON: If your child is allowed to self-administer
emergency medication (i.e. Epipens, inhalers, etc) the medication must labeled with your child's
name, name of medication, strength, dose, frequency, physician name with phone number and
emergency contact phone numbers. If you would like to keep back up medications in our office,
please bring properly labeled med containers and completed forms, including Parental
Permission and Waiver form and the Physician Authorizationfor Self-
Administration of Medication form.

The school nurses cannot administer any medication, or allow a student to carry medication
without written authorization from you, the parent/guardian and the student's physician.

If at any time the information you have provided changes, including medication changes or
discontinuation, you need to contact us immediately, and provide an MD note for those changes.

By the end of the school year, any medications you may have in our health office needs to be
picked up by you. If the medications are not taken home, they will be discarded.

Thanking you for your cooperation and attention to this matter. Please feel free to contact us with
any further questions.

Sincerely,

DENISE MAKRI-WERzEN AND SONIA KELLEHER- W.0.H.S. NURSES
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SELF-ADMINISTRATION OF MEDICATION

Dear Parent/Guardian:

Please be advised that the West Orange Board of Education has adopted a policy providing for
student self-medication. The policy sets forth specific conditions under which a student may be
permitted to carry and to use, in an emergency, mediotion.

You must provide the school nurse with written authorization for the self-
administration of medication.

You must provide the school nurse with written certification from the
physician of the pupil that the pupil has asthma Or other potentially life-
threatening illness and is capable of, and has been instructed In, the proper
method of self-administration of medication.

You must sign the attached waiver which informs parents or guardians of the
pupil that the district and its employees or agents shall incur no liability as a
result ofany injuiy arising from the self-administration of medications by the
pupil,

All documentation must be given to the school nurse before the student may be pennitted to carry
and use emergency medication.

Please return the attached waivtr and the me4ical authorization form to me within fourteen days of
the receipt of this letter.

School Nurse

	

Date

H96- 56



THE PUBLIC SCHOOLS
Department of Student Support Services

West Orange, NJ 07052

PARENTAL PERMISSION FOR
SELF-ADMINISTRATION OF MEDICATION

Student _________________________________ DOB______ Age ______ Grade ______

I, the parent of______________________________ give permission for my child to self-
(student's name)

medicate for asthma or other potentially life-threatening illness for the school year.

Signed: __________________________________________________ Date: ____________

Parent's/Guardian's Signature

MEDICATION WAIVER

Student _______________________________ DOB______ Age ______ Grade ______

This acknowledges that the district shall incur no liability as a result of any injury arising
from the self-administration of medication by my child and that I shall indemnify and
hold harmless the district and its employees or agents against any claims arising out of
the selfadministration of medication.

igncd:

		

_______
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Remember to rinse your mouth after taking inhaled medicine.
U exercise triggers your asthma, take this medicine

	

_,,.,_minutes before exercise.

CAUTION Continue daily medicine(s) and add tastacting medicine(s).
You have

	

of these:
MEDICINE

	

HOW MUCH to take and HOW OFTEN to take itExposure to known trigger
Accuneb 0.63, 1.25 mg .......1 unit nebulized every 4 hours as neededCough

	

Albuterol 1.25, 2.5 mg .......... unit nobulized every 4 hours as needed• Mild wheeze

	

Albuterol El Pro-Air El- Proventil5 .2 puffs MD! every 4 hours as neededo Tight chest

	

El' Ventofin® El Maxair El Xopenex .2 puffs MDI every 4 hours as needed• Coughing at night

	

El Xopenex0 0.31, 0.63, 1.25mg . .1 unit nebulizsd every 4 hours as needed• Other:
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fast.atg medicine Is needed more than 2 times a week,except before exercise, then calf your doctor.
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You have llof these:
Breathliig is good
No cough or wheeze
Sleep through
the night
Can work, exercise,
and play
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Take daily medlclfle(a) AU metered dose lnhaerS (MDv)
to be used with spacors

MEDICIN
Advair5 100, 250, 500 .........1 inhalation twice a day
Advair5 H FA 45, 115, 230 ......2 puffs MDI twice a day
Asmanex5 TwisthaIer 110, 220 . .1 - 2 inhalations a day

CJ Flovent5 44, 110, 220 .........2 inhalations twca a day
Flovent Diskus5 50 rncg ......1 inhalation twice a day

1J Pulmicort Flaxhalera 90, 180 ...1-- 2 inhalations once or twice a day
0 Pulmicort Respules® 0.25, 0.5, 1.0. .1 unit nebulizod once or twice a day
0 Ovara 40, 80 ................2 inhalatioris twice a day
El Singulair 4, 5, 10 mg ..........1 tablet daily
0 Symbicort88Q, 160 ...........2 puffs MDI twice a day
El Other
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TQUr aarnma iS
getting worse fast:

	

Asrnma can be a Ilfe4lireatening illness. Do not wait!
uwse memcanes NOW and call 911.

Fastacting medicine did lot

	

Accuneb 0.63, .25 mg ....... 1 unit nebufized every 20 minuteshelp within 15-20 mines

	

El Albutorol 1.25, 2.5 mg .........1
unit nebutized every 20 minutes

• reathing is hard and fast
• Nose opens wide

	

El Albuterot El Pro-Air El Proventfl' .2 cuffs MDI every 20 minutes
• Ribs snow

	

VG!itOlj El Maxair El Xopenex 2 puffs MD( every 20 minutes• Trouble walking and talking
El Xoponex 0.31. 0.63, 1.25 mg - .1 unit nebulized every 20 minutes
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THE PUBLIC SCHOOLS

Department of Student Support Services

West Orange, NJ 07052

To: Physicians & Parents

We are writing to ask for your cooperation as we attempt to best serve the children in our schools regarding the
administration of medication during school hours.

The West Orange Public Schools' policy regarding the administration of medication during the school hotirsis as
follows:

I)

	

Parents & treating physici:::is are responsible for the diagnosis and treatment of a student's illness.
The administration of prescribed medication to students during school hours will be permitted
when failure to take such medicine would jeopardize the health of the student, or the student would
not be able to attend school if the medicine was not available during school hours.

2) Pupils requiring medication at school must have a written statement from the family's
physician that identilies the type, dosage, time schedule, purpose of the medication and possible
side effects.

3) A written statement from the parent or guardian of the pupil giving permission for the school nurse
to give the medication prescribed by the family physician is required.

4)

	

Any medication to he administered during school hours must be kept in the health office.

Sincerely,

School Nurse

PARENT'S REQUEST FOR ADIV NLSTERING MEDICATION DURING SCHOOL HOURS

Student ____________________________ DOB ________________Grade ______ School ____________

I, the parent of

		

. request the school nurse administer the medication
(student's name)

prescribed by _____________________________ __________________ for the period from
(Physician's

	

me)
__________________ to ____________________

(Date)

	

(Date)

The medication is to be furnished by mc and istn be pharmacy-labeled with the name of the medicine, the amount to be
given, time of day to be taken, and the expectcL duration oftrcatment. The physician's name must also be on the label.
The school nurse has my permission to contac: Dr. ___________________________________________________________
at ____________________________________ . the administration and effect of the medication.

(Telephone 4)

(Parent's signature)

		

(Date)

l'UYSICTAN's FEQUJ:T FOR GIVING MEDICATION AT SCHOOL
Date ___________

Student's Name -

To:
Rx
Dosage

DOB

ehuol ".t:rsc at -

	

School

Time/special circumstances u admi: •:r:ui
Period of Time _________

Purpose of Medication
Possible side effects

Physician's 'J:ime

	

-
Phsician Sianature -

(,:05 lUG

Date


