TEANECK PUBLIC SCHOOLS
MEDICAL DEPARTMENT

Dear Parent:

If your child requires medication that must be given during the school hours, sections | and |l
of this form must be completed and refumed to the nurse of your child’s school:

|. Dociors Reguest

The foliowmg medication is fo be administered fo my pcmenT
_, by the school nurse,

Nome of Medication: Diagnosis:

Strength: Dosage:

Tima of day o be given: Start Date: Sjop Date:

Date: : M.D.

Signature

% | M.D,

Print

(If possible, we would appreciate 1t If medication could be given before and/or after schoof)

Il Parent Request and Release

| request that the above medication be given to my chlld, named above. | release the
nurse, schooi physician, and the Teaneck Board of kducation of all responsibility should
any untoward reaction occur as a result of my child being administered the above
medication. 1 aiso authorize the Teaneck Pubilc Schools fo obtain relevant information
from the above physiclan as if relates o the administration of medication that has been
prescribed. The Board of Education, Board Employees or agents shall incur no liabiiity as
aresult of any injury arlsing from the self-administrafion of madication by the pupl.

DG}%\} Parent Signa‘rure,Xﬁ

. School Physicion Approvat

[ Approved [ Declined (Reason)

School Fhysician ' Dcrte
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