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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 medicines during the day at SMARTS Summer Institute.

The SMARTS Summer Institute requires that the following forms must be on file before we administer any medications.

1. Signed and completed consent form by the parent/guardian to give the medications. Return the form to the program director.


2. Signed and completed written medication form by your child’s licensed prescriber (physician, nurse practitioner) and returned to program director.
Medicine should be delivered to the program director in a pharmacy or manufactured-labeled container by you or a responsible adult whom you designate.

If your child needs medicine to be given during their time at SMARTS, please follow these policies so we may administer the medication promptly. Thank you for your cooperation.

Sherye Weisz
Program Director

SMARTS Summer Institute
SMARTS Collaborative • PO Box 356, Attleboro, MA 02703 • 508-222-8484 • info@smartscollab.org
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Medication Administration Consent

General Information
Child Name: _______________________________________ Date of Birth: ________________________________ 

Address: __________________________________________________________________________________________

Parent Name: _________________________________ Parent Phone/Cell:__________________________________

Other person to be notified in case of emergency. Name:_______________________________________________

Phone/Cell: _____________________________________ Relationship: _____________________________________

My child is currently receiving the following medications. List all medication including what is given during the day.

1. __________________________________ 2. ________________________________ 3. _________________________

My child is known to have the following allergies: _____________________________________________________

Consent

1. I give permission to have the program director or program personnel designated by the director to give the following medication/s: _____________________________________ prescribed by 

_____________________________________ to my child _________________________________________.


2. I give permission for my child to self administer medication because I determine it is safe and appropriate. Yes _______  No ________


3. I give permission to the program director to share with appropriate program personnel information relative to the prescribed medicine administration, such as side affects, as they determine necessary for my child’s safety. Yes ________ No _______ Restriction ______________________________________


Please note: I understand that I may retrieve the medicine from the program director at any time and that the medication/s will be destroyed if not picked up within one week following termination of the order or one week after the close of the program.


Parent/Guardian: _________________________________________ Date: _________________________________
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Medication Order
To be completed by Licensed Prescriber: Physician, Nurse Practitioner or others authorized by Chapter 94C
Child Name: _______________________________________ Date of Birth: ________________________________ 

Address: __________________________________________________________________________________________

Licensed provider: _________________________________ Phone:________________________________________

Medication:___________________________________________________

Route of administration: _____________________________________ Dosage: _________________________________

Frequency: ____________________________ Time/s of dosage:_______________________________________________

Specific directions or information for administration: ____________________________________________________

Date of order: __________________________________ Discontinue date: _____________________________________

Diagnosis: ___________________________________________________________________________________________

Optional Information:


1. Side effects or adverse reactions to be aware of: _______________________________________________


2. Other medication being taken by child: ______________________________________________________


3. Date of the next appointment with prescriber: ________________________________________________


4. Consent to self administer, provided the school nurse determines it is appropriate and safe. 
Yes _______ No _______

________________________________________________________________
Signature of Licensed Prescriber

