
 

Tantasqua Regional/Union 61 School 

Tantasqua Regional Technical High School 

319 Brookfield Road, Fiskdale, MA 01518 

Phone- 508-347-9301 ext. 5127  Fax- 774-241-0930 

----------------------------------------------------------------------------------------------------------------------- 

All students, regardless of race, color, sex, gender identity, religion, national origin, sexual orientation, disability, or homelessness, have 

equal access to the general educational program and the full range of any occupational/vocational education programs offered by the 

district. 

  

Dear Parent/Guardian: 

  

We would like to inform you of the policies that have been put in place to ensure the health and 

safety of children needing medication during the school day. 

  

Our school district requires that the following forms must be on file in your child’s health record 

before we begin to give any medication at school: 

  

1.      Signed consent by the parent or guardian to give the medication.  Please 

     complete the attached consent form and give it to your school nurse. 

  

      2.     Signed medication order.  The written medication order form must be 

                 signed by your child’s licensed health care provider (your child’s physician, 

                 Nurse Practitioner, etc.) and returned to the school nurse.  The physician may    

               also fax an order for the medication which can be attached to the form. 

                 This order must be renewed as needed and at the beginning of each 

                 academic year. 

  

Medication must be delivered to the school by an adult in the pharmacy or original container.  

Please ask your pharmacy to provide separate bottles for school and home.  No more than a thirty 

day supply of the medicine should be delivered to the school at one time. 

  

Please plan to pick up all medications from the health office at the end of the school year. 

                                                                       

   

Sincerely yours, 

  

                                                                     Michelle Seremet, MPH, RN 

School Nurse                         



Tantasqua Regional & Union 61 School 
Tantasqua Regional Technical High School 

319 Brookfield Road, Fiskdale, MA 01518 

Phone – (508) 347-9301 ext. 5127   Fax – (774) 241-0930 

 

MEDICATION PERMISSION FORM 

 

 

 

Name of Student:_______________________________________________ Grade:_________ 

 

Date of Birth:__________________   Gender:____________________________ 

 

Name of 
Parent/Guardian:______________________________________________________________ 

 

Address:_____________________________________________________________________ 

 

My son/daughter is known to have the following allergies:_____________________________ 

 

1. I give permission to the School Nurse or the substitute School Nurse to administer the 
following medication:___________________________________________________________  

   Dose: ___________________    Route: _________________   Time: ______________________ 

 

2.    I give permission for my son/daughter to self-administer medication if the school nurse 
determines it is safe and appropriate.   (Yes)___ (No)___ 

 

3.    I give permission to the school nurse to share with appropriate school personnel 
information related to the prescribed medication administration, e.g., adverse side effects, as 
she/he determines necessary for my child’s health and safety.   (Yes)____ (No)_____ 

 

I understand that I may retrieve the medication from the school at any time and that the 
medication needs to be picked up within the last week of school, except inhalers and 
Epinephrine auto-injectors,which are rescue medications and will be sent home with the 
students on their last day.  
 

Signature of 
Parent/Guardian:____________________________________________Date:______________ 

 

 

 

 

Revised 10/2018 

 

 

 

 



Tantasqua Regional & Union 61 School 
Tantasqua Regional Technical High School 

319 Brookfield Road, Fiskdale, MA 01518 

Phone – (508) 347-9301 ext. 5127 Fax- (774) 241-0930 

 

MEDICATION ORDER FORM 

(To be completed by a Licensed Prescriber as authorized by Chapter 94C) 
 

Name of Student:____________________________________ Date of Birth:____________ 

 

Address: ________________________________________________ Grade: ____________ 

Diagnosis:__________________________________________________________________ 

Medication: ________________________________________________________________ 

 

Route of Administration: ______________________________ Dosage: ________________ 

 

Frequency: __________________________ Time(s) of Administration: ________________ 
(Specific orders are required - no range orders please) 

 

Specific directions or information for administration: _______________________________ 

 

Date of order: ______________________    Discontinuation Date: ____________________ 
(Expiration date of July 1st is preferred) 

 

Side effects, contraindications, or possible adverse reactions to be observed: ___________ 

 

__________________________________________________________________________ 

 

Other medication being taken by the student: ____________________________________ 

 

__________________________________________________________________________ 

 

Consent for self-administration (provided the school nurse determines it is safe and 
appropriate).      (Yes) _______   (No) ______ 

 

Name of Licensed Prescriber: _________________________________________________ 

 

Phone number: ____________________ Fax number: _____________________________ 

 

______________________________________  _________________________ 

Signature of Licensed Prescriber    Date 

Revised 10/2018 

  


