Churel of Saint Dominic

OFFICE OF RELIGIOUS EDUCATION
250 Own Sauan Roap, Brick, New Jersey 08724-3224
732-840-1414

Viedication/Treatment Authorization Form
Student: D.0.B.:

Teacher: Grade:
PARENTAL REQUEST

I, the parent/guardian of , requests that the school nurse
administer the medication prescribed by my child's physician to my child at the prescribed time.

I understand that [ will need to bring the medication to the school nurse on behalf of my child. The medication will
be brought to school in its original container appropriately labeled by my pharmacy.

Signature of Parent/Guardian
Date
PHYSICIAN'S STATEMENT

In order to protect the health of

It is necessary for her/him to have the following medication during school hours.
Medication:

Dosage:

Time to he administerad:

Purpose of medication:

List any possible side effects that might be expected:

Diagnosis:

| authorize the school nurse to administer the above medication.

Signature of Physician Date

Print Physician Name Date

Website: www. stdomccd.arg



Churelh of Saint Dominie

OFFICE OF RELIGIOUS EDUCATION
250 OLe Sauam Roao, BRICK, MEw Jirsey 08724-3224
732-840-1414

ALLERGY INFORMATION FORM

Parent/Guardian: Please complete this form and return it to the School Health Room.

Child's Name Grade
School : Data
TYPE OF ALLERGY
Check the box next to any allergy your child has experienced and list name/s as requested:
o Medication student is allergic {o; o Name of specific food:

o Environmental allergens Insect dust, mites, mold, pets, etc.

o Insect bites/stings

SYNPTOMS OF ALLERGY
Check the line next to any symptoms your child has experienced:

___Hives or giant hives __Shock

__ Swelling of ___Fainting - dizziness
___ Difficulty in breathing - wheezing ___ Other (Describe) _
___Difficulty swallowing

1. Has your child seen a doctar for any of the allergies indicated above? Yeso Noo

2 Has your child ever been hospitalized for any allergic event? Yes o No o
Describe

3. Is medication required immediately after exposure to any allergy producing substance?
Yesao Noo
If Yes, name of medication

(Please note: we must have both the madication and the signed Medication/Treatment
Autharization Form on file in order to administer the medication.)

4. If no medication is necessary, how should the school treat the allergic event?
Careful observation Yes o No o Call parent/guardian Yes c No o

If dietary changes are medically necessary, a Doclor's order with diagnosis is required.
COMMENTS,__

Parent/Guardian's Name_ Phonsi

Parent/Guardian's Signalure Date

Welbsite: www. stdomccd.org



Churely of Satut Dominic

OFFICE OF RELIGIOUS EDUCATION
250 OLo Sauan Roap, Brick, NEw JERsEY 08724-3224
732-840-1414

Epinephrine Administration

Student Grade DOB

As parent/guardian, | request the administration of epinephrine via a pre-fillec single dose auto-injector
mechanism. Attached are the physician’s orders requiring the administration of epinephrine to my child
in the event of an emergency. | will provide a current pre-filled auto injector to the nurse’s office. If the
school nurse is unavailable, then a trained designee will administer the epinephrine.

As parent/guardian, | understand that the school and its employees will have no liability as a result to
any injury arising from the administration or failure to administer epinephrine to the student.

Parent/Guardian Signature Date

Website: www. stdomccd.org
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