
      HEALTH ALERTS/MEDICATIONS DURING SCHOOL   

 

Dear Spring Grove Parents, 

If your student has any ongoing conditions and/or needs any type of medication during school hours 

(including any after school programs), please provide the attached form filled out and signed by your 

Physician.  A Medical form is required yearly. 

Please know that students are not allowed to carry any medications with them or in their backpack 

without a doctor’s note.  Medications include any over-the-counter items such as acetaminophen, 

drops, ibuprofen, cough drops, ointments, etc. 

We need a doctor’s form per student, please contact the School Office if you need additional forms. 

 

PLEASE CHOOSE AN OPTION BELOW AND SIGN AND DATE: 

_____ Yes, my student has a HEALTH CONDITION and needs MEDICATIONS DURING SCHOOL 

(Provide attached signed doctor’s note with detailed medication instructions.  Students are not 

allowed to carry any medications with them unless instructed by their doctor). 

 

_____ Yes, my student has a HEALTH CONDITION that the School should know about, but does not 

need MEDICATIONS DURING SCHOOL (i.e. peanut or dairy allergies, seizures, migraines, etc. Provide 

attached signed doctor note as proof). 

 

_____ No, my student does not have any HEALTH ALERTS/MEDICATIONS DURING SCHOOL. 

 

______________________________________        ____________________        _________________ 

Student Name                                                                  Grade                                          Date 

_________________________________________        ______________________________________ 

Parent Name                                                                           Parent Signature 

 

Thank you,  

  

Jenny Bernosky - Superintendent/Principal  

Every day, every child, whatever it takes! 



ALERTAS DE SALUD/MEDICAMENTOS DURANTE LA ESCUELA   

 

Queridos padres de la Escuela Spring Grove, 

Si su estudiante tiene alguna condición continua de salud y/o necesita algún tipo de medicamento 

durante el horario escolar (incluidos los programas extracurriculares), proporcione el formulario 

adjunto completado y firmado por su médico. El formulario médico es requerido anualmente. 

Tenga en cuenta que los estudiantes no pueden traer ningún medicamento con ellos o en su mochila 

a menos que su médico así lo indique. Los medicamentos incluyen cualquier artículo de venta libre 

como paracetamol, gotas, ibuprofeno, pastillas para la tos, ungüentos, etc. 

Necesitamos un formulario médico por estudiante, comuníquese con la oficina de la escuela si 

necesita formularios adicionales. 

 

POR FAVOR ELIJA UNA OPCIÓN A CONTINUACIÓN Y FIRME Y PONGA LA FECHA: 

_____ Sí, mi estudiante tiene una CONDICIÓN DE SALUD y necesita MEDICAMENTOS DURANTE LA 

ESCUELA (Proporcione la forma adjunta firmada por el médico con instrucciones detalladas sobre los 

medicamentos. Los estudiantes no pueden llevar consigo ningún medicamento a menos que su 

médico se lo indique). 

 

_____ Sí, mi estudiante tiene una CONDICIÓN DE SALUD que la escuela debe saber, pero no necesita 

MEDICAMENTOS DURANTE LA ESCUELA (es decir, alergias a nueces/cacahuates o a los lácteos, 

convulsiones, migrañas, etc. Proporcione la forma médica firmada como prueba). 

 

_____ No, mi estudiante no tiene ALERTAS DE SALUD/MEDICAMENTOS DURANTE LA ESCUELA. 

 

______________________________________      ____________________       _________________ 

Nombre del Estudiante                                                Grado                                         Fecha 

______________________________________       ________________________________________ 

Nombre de los Padres                                                    Firma de los Padres 

 

Gracias,  

  

Jenny Bernosky - Superintendente/Directora  

¡Haciendo todos los días por cada niño, lo que sea necesario! 



 Dear Parents: 

 PLEASE READ CAREFULLY THE FOLLOWING INFORMATION REGARDING MEDICATIONS 
 ADMINISTERED DURING SCHOOL AND COMPLETE THE APPROPRIATE FORMS WHEN YOUR 
 CHILD NEEDS MEDICATION.  NO MEDICATION WILL BE ADMINISTERED  UNLESS ALL 
 APPROPRIATE FORMS ARE COMPLETED AND UP TO DATE. 

 REGULATIONS REGARDING PUPIL MEDICATIONS: 

 No pupil shall be given medication during the school hours except upon the written request from the 
 parent or guardian of the pupil  AND  a licensed physician  who has the responsibility for the medical 
 management of the pupil (California Education Code Section 49423). Medication includes all pills, 
 drops, inhalants, lotions, ointments, etc. 

 School personnel if authorized by the school administrator may assist pupils who must take 
 prescribed medication during the school hours through use of the following procedures. 

 1.  The reverse side of this page "  Request for Medication  to Be Taken During School Hours  ,” 
 MUST  be completed by the pupil's physician, signed  by the parent or guardian, and filed with 
 the school administrator.  This request must be renewed  each school year. If the 
 medication program is changed, a new request must be submitted. 

 2.  The container must be clearly labeled with the following information: 
 a.  Pupil’s full name 
 b.  Physician’s name and telephone number 
 c.  Name of medication dosage, schedule, and dose form 
 d.  Expiration date of prescription 

 3.  All medications will be kept in the school office. The school nurse, health clerk or secretary 
 designated by the school administrator as the person to give the medication will keep it in a 
 secure place and administer according to the instructions. 

 4.  Whenever possible, the parent or other responsible adult should come to school to administer 
 the medication. 

 5.  The school administrator will consider each case individually and has the authority for 
 determining whether the medication can be administered safely at school. 



 REQUEST FOR  MEDICATION TO BE TAKEN DURING SCHOOL HOURS 
 To be completed by a licensed physician 

 Pupil’s Name:_________________________________  Sex:__________  DOB:________________ 

 Name of Medication:________________________________________________________________ 

 Purpose of Medication:______________________________________________________________ 

 ________________________________________________________________________________ 

 Dosage Prescribed:_________________________________________________________________ 

 Time to be taken:______________________________  Dose Form:__________________________ 
 (tablet, liquid, etc.) 

 Date of Prescription:________________________________________________________________ 

 Length of time this medication will be necessary:__________________________________________ 

 Precautions, special instructions, possible adverse effect, comments:__________________________ 

 ________________________________________________________________________________ 

 Name of  Signature of 
 Physician:_________________________________  Physician:_____________________________ 

 Address:__________________________________  Telephone:________________ Date:________ 

 Parent Request 

 My child’s attendance at school is dependent upon his/her receiving medication ducting school hours. 
 It is impossible for me to come to school and administer this medication. I hereby request that a 
 member of the school staff designated by the principal administer the prescribed medication to my 
 child. For questions regarding any of the above information, the school has my permission to contact 
 the prescribing physician. 

 Parent Signature:_____________________________________________________ Date:________ 

 Address:__________________________________  Telephone:____________________________ 
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