
Date_______________________________

Dear Parent/Guardian,

You have indicated that your child ______________________________________________ in Grade _________
has a history of an allergic reaction to:
___________________________________________________________________________________________

In order to provide emergency care in the event of a life-threatening allergic reaction during the school day and
in compliance with NJ State guidelines and protocols, (N.J.S.A. 18A: 40-12.5), it is necessary for you to submit
pertinent information and the appropriate physician’s orders.  This includes a Food/Contact Allergy Action Plan
for your child.

In addition, if your child is determined to have a life-threatening allergy, it is recommended that an ID bracelet
be worn at all times.

Please complete and return ALL of the enclosed forms and your child’s medication(s) as soon as possible. If you
have any questions please call the school nurse’s office.

Kathryn Malec  RN BSN
nurse@holytrinityschool.org

Enclosures:
● Consent to share pertinent health information
● Epinephrine Administration Policy
● Authorization to Administer Epinephrine
● Administration of Medication in School Policy
● Authorization to administer medication in school
● Food Allergy Action Plan
● Self-Administration of Medication Policy
● Permission to Self-Administer Medication
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Permission to Share Pertinent Health Information

Name of Student: ________________________________________________________

It is important for pertinent school personnel to be made aware of the health
concerns/medical needs of your child that might affect his/her safety or
performance in the school environment.

PLEASE INDICATE HEALTH CONCERNS HERE

In order for the school nurse to release this information, your written authorization
is required.  Thank you.

Kathryn Malec  RN BSN

***********************************************************************************

Please indicate your response and sign below

_____I authorize the school nurse to release the above stated health information on
my child to pertinent school personnel.

OR

_____I do not authorize the school nurse to release the above-stated health
information on my child.

_______________________________________________________________Date_______________
Signature of Parent/Guardian
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Dear Parents or Guardians:

The New Jersey State Legislature has made revisions to the statute governing the emergency administration of
epinephrine (N.J.S.A. 18A:40-12.3 through 12.6). The purpose of this letter is to make you aware of these
changes and to inform you of the medication administration policy at Holy Trinity School.

You have indicated that your child has an allergy that may require the use of an antihistamine and/or
auto-injectable epinephrine in the event of an allergic/anaphylactic reaction at school.

The medication administration policy is as follows:
No medication will be administered to pupils in school except by the school nurse, another
registered nurse or the pupil’s parent or legal guardian acting on a written order from the
pupil’s private physician or the school medical inspector.  Pupils with asthma or other
potentially life threatening illness or allergy may “self-administer” medication when proper
permission has been granted.

When a pupil attends a school sponsored event at which medication may be required (such as a
field trip or athletic competition) and the school nurse cannot be in attendance, the pupil’s
parent or legal guardian will be invited to attend.  If neither the school nurse nor the parent or
legal guardian can attend and the pupil does not have permission to “self-administer”
medication and there is a risk that the pupil may suffer significant injury from lack of
medication, the pupil may be excused from the event.

This policy applies to epinephrine administration unless a trained delegate can be assigned to take
responsibility for the administration of the epinephrine. Holy Trinity has delegates, on both campuses, who
have been trained in the emergency administration of auto-injectable epinephrine. This statute (N.J.S.A.
18A:40-12.3 – 12.6) only authorizes the delegation of auto-injectable epinephrine and does not include
the delegation of antihistamines.  Therefore, trained delegates CANNOT give antihistamines even if
directed by physicians or parents to do so.

Please be advised that the school nurse does not accompany students on field trips and divides her hours
between the Westfield and Mountainside campuses, with the majority of her time spent in Westfield. Therefore,
if there is no trained delegate available for a field trip and the  child cannot “self-administer” their medication,
the parent/guardian will need to accompany their child in order to provide emergency medication(s) if the
need arises.

Attached please find the school policy on administration of epinephrine, an authorization to administer
epinephrine, a delegate choice letter and emergency contact form.  Please read, sign and return these forms to
school in as soon as possible.

Thank you for your cooperation.

Dr. Adele Ellis
Principal
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POLICY ON ADMINISTRATION OF EPINEPHRINE – PARENT ACKNOWLEDGEMENT

As permitted by New Jersey law (N.J. S.A. 18A: 40-12.6), the school shall follow orders of a physician or
advanced practice nurse for emergency administration of epinephrine via pre-filled auto-injector for
anaphylaxis. Please note:  This statute only authorizes the delegation of epinephrine and does not
include the delegation of antihistamines. Therefore, trained delegates CANNOT give antihistamines
even if directed by a physician or parent to do so.

Written authorization for administration of epinephrine must be received from the parent or guardian of
the student.  The parents/guardian of the student shall be notified that upon administration of the
epinephrine, in accordance with procedure as provided by the law, the school and its employees or agent
shall have no liability for any injury arising from the administration of epinephrine via pre-filled auto
injector to the student.  The parents/guardians of the student shall indemnify and hold harmless the
school and its employees or agents for any such injury as provided by law.

The school nurse shall have primary responsibility for administration of the epinephrine.  In the absence
of the school nurse, a designee trained by the school nurse in the administration of the pre-filled auto
injector of epinephrine in accordance with New Jersey State Law, may administer the epinephrine. After
the administration of epinephrine, by either the school nurse or a trained delegate, 911 must be
called and EMS activated. The pre-filled auto injector shall be provided by the parent and kept in a
central location that is safe and accessible.

If no school employee designee can be identified, the 911 EMS will be activated in the absence of the
school nurse.  The parent and doctor will also be notified.

The parent shall be responsible for accompanying the student for various activities, which take the student
away from the school building, such as class trips, field day, etc.  The parent shall also be responsible for
accompanying the student during transportation to and from the school building.

The school shall follow specific orders of a physician or advanced practice nurse who has trained a student
age 10 and over in self-administration of a pre-filled auto injector of epinephrine, and who has certified
that training in a written affidavit.  The pre-filled auto injector shall remain in a safe, central, accessible
location.

Signature of Parent/Guardian Date

Signature of Parent/Guardian Date
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Medication Administration Policy

Dear Parents & Guardians,

The following information is offered to inform you of the school policy on medication
administration.

Holy Trinity School strongly discourages the administration of either prescription or “over the
counter” medication in school or on field trips.  However, if it is absolutely essential that a student
receive medication while under school supervision, the following procedures apply:

Procedures:

1. The parent/guardian must complete a written request for the authorization to administer
prescribed medication at school and have it signed by a physician.
(Medication Administration Authorization form)

2. Written orders are to be provided to the school by the private physician detailing the
diagnosis or type of illness involved, the name of the drug, dosage, time of administering
and length of treatment (weeks, months or school year) and the possible side effects.  If
the medication is to be given on a “PRN” or as needed basis, the order must clearly
describe the conditions under which the medication is to be used.

3. Over the counter medication (non-prescription medication) will not be given in school
without a doctor’s order.  This includes Tylenol, Advil, Motrin, cough drops, etc.  Routine
administration of over the counter medication is discouraged unless medically necessary.

4. The medication to be administered should be brought to the school in the original
container – clearly labeled by the pharmacy with the student’s name and directions for
administering.

5. The school nurse or parents are the only persons permitted to administer medication in
school.

6. On school trips, medication can only be administered by a parent/guardian. School staff
cannot assume this responsibility even if authorized to do so by the parents.

7. The school nurse shall maintain the records or documentation for administering
medication to students.

8. Students will be permitted to self-administer medication only for life-threatening illnesses
or conditions. The parent/guardian and the student’s physician must complete and sign an
Authorization for Self-Administration of Medication form. This form is available from the
nurse.
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AUTHORIZATION TO ADMINISTER MEDICATION IN SCHOOL

NAME OF STUDENT:________________________________________________________GRADE:_______________

DIAGNOSIS/ILLNESS:_______________________________________________________________________________

MEDICATION:__________________BENADRYL________________________________________________________

DOSAGE:___________________________________________ ROUTE:________________________________________

*IF EPI-PEN OR INHALER, HAS CHILD BEEN INSTRUCTED HOW AND IS ABLE TO

SELF-ADMINISTER?___________________ ANY STORAGE CONSIDERATIONS:______________________

IF MEDICINE IS TO BE GIVEN DAILY, AT WHAT TIME?___________________________________________

IS MEDICATION REQUIRED ON EARLY DISMISSAL DAYS? _______________________________________

IS MEDICATION REQUIRED ON CLASS TRIPS?(IF YES PARENT WILL HAVE TO ATTEND FOR

ANY MED BESIDES EPI-PEN)________________________________________________________________________

IF MEDICINE IS TO BE GIVEN “AS NEEDED,” DESCRIBE INDICATIONS:____________________

_________________________________________________________________________________________________________

HOW SOON CAN IT BE REPEATED?________________________________________________________________

POSSIBLE SIDE EFFECTS TO OBSERVE FOR:______________________________________________________

LENGTH OF TIME THIS TREATMENT IS RECOMMENDED:______________________________________

I certify that the above information regarding this student is correct, and that administration of the
medication to this student is necessary.

___________________________________________________________ Date____________________________
(Signature of Prescribing Physician)
_________________________________________________________ _________________________________
(Address) (Phone)
I/We authorize the school nurse to administer the above medication as indicated. I/We understand and agree that the
school, the school nurse and the principal shall not be liable for any injury to the student resulting from the
administration of the medication as authorized by my/our signature below.
DATE:____________________                                    __________________________________________________

Signature of Parent/Guardian
HOME PHONE:_________________________ CELL PHONE:________________________________
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AUTHORIZATION TO ADMINISTER MEDICATION IN SCHOOL

NAME OF STUDENT:________________________________________________________GRADE:_______________

DIAGNOSIS/ILLNESS:_______________________________________________________________________________

MEDICATION:________AUTO-INJECTABLE EPINEPHRINE_________________________________________

DOSAGE:___________________________________________ ROUTE:________________________________________

*IF EPI-PEN OR INHALER, HAS CHILD BEEN INSTRUCTED HOW AND IS ABLE TO

SELF-ADMINISTER?___________________ ANY STORAGE CONSIDERATIONS:______________________

IF MEDICINE IS TO BE GIVEN DAILY, AT WHAT TIME?___________________________________________

IS MEDICATION REQUIRED ON EARLY DISMISSAL DAYS? _______________________________________

IS MEDICATION REQUIRED ON CLASS TRIPS? (IF YES PARENT WILL HAVE TO ATTEND FOR

ANY MED BESIDES EPI PEN)________________________________________________________________________

IF MEDICINE IS TO BE GIVEN “AS NEEDED,” DESCRIBE INDICATIONS:____________________

_________________________________________________________________________________________________________

HOW SOON CAN IT BE REPEATED?________________________________________________________________

POSSIBLE SIDE EFFECTS TO OBSERVE FOR:______________________________________________________

LENGTH OF TIME THIS TREATMENT IS RECOMMENDED:______________________________________

I certify that the above information regarding this student is correct, and that administration of the
medication to this student is necessary.

___________________________________________________________ Date____________________________
(Signature of Prescribing Physician)
_________________________________________________________ _________________________________
(Address) (Phone)
I/We authorize the school nurse to administer the above medication as indicated. I/We understand and agree that the
school, the school nurse and the principal shall not be liable for any injury to the student resulting from the
administration of the medication as authorized by my/our signature below.
DATE:____________________                                    __________________________________________________

Signature of Parent/Guardian
HOME PHONE:_________________________ CELL PHONE:________________________________
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SELF-ADMINISTRATION OF MEDICATION

Dear Parents/Guardians:

New Jersey State Guidelines (N.J.S.A. 18A: 40 – 12.3) authorizes Boards of Education to permit
self-administration of medication by a student for Asthma, a life-threatening allergic reaction or other
potentially life-threatening illnesses.

The self-administration of medication is permitted provided that the student’s parent/guardian sign a
written authorization and the student’s physician certifies that the student has Asthma or another
potentially life threatening illness or allergy and is capable of and understands the proper method of
self-administration of medication.  In addition, the law requires the school to inform
parents/guardians that the school shall have no liability for any injury arising from the
self-administration of medication and the parent/guardian acknowledge that there is no liability and
will hold the school harmless against any claim arising out of the self-administration of medication.

If you are willing to permit your child to self-administer their medication, please complete the
consent form(s) and return it to school.  Please provide the school with the physician’s written
certification of your child’s Asthma or Allergy.  Please read and sign the statement at the end of this
letter and return it, along with the other Asthma or Allergy paperwork signed by your physician and
stamped with the office stamp.

I authorize my child, ___________________________________________ to self-administer his/her asthma
medication or medication for another potentially life-threatening allergy or illness. I further
acknowledge that Holy Trinity School shall have no liability as a result of any injury arising from the
self-administration of the medication and I agree to indemnify and hold harmless Holy Trinity School
and its employees or agents against any claims arising out of the self-administration of medication by
my child.

_______________________________________________________________ __________________
Parent/Guardian Signature Date

________________________________________________________________ __________________
Student’s Name Grade
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PERMISSION TO SELF-ADMINISTER MEDICATION(S)

1. The student has been instructed by his/her physician in the correct use of an inhaler or
Auto-injectable epinephrine (Epi-Pen, Auvi-Q, etc.).

2. The student agrees NEVER to share the medication with another person.

3. The student agrees that after properly self-administering the medication, if there is no marked
improvement, he/she will go to the nurse’s office immediately or contact the teacher in charge.

Student signature__________________________________________________________________ Date: __________________

● I give my permission for my child to carry prescribed medication as his/her doctor has ordered.

YES_______________ NO_________________

● I request that my child be permitted to medicate him/herself when necessary.

YES__________________ NO__________________

● I understand that he/she must follow the rules listed above.  I will notify the school and school
nurse of any changes in medication or my child’s condition.

● I shall provide all medication in its original container, properly labeled from the pharmacy with my
child’s name, and I will be cognizant of the expiration date and need for refill.

Parent signature____________________________________________________________________ Date: _________________
****************************************************************************************************
I have authorized this child to carry his/her inhaler or auto-injectable epinephrine (circle one). I have
instructed this child on its proper use and he/she is capable of self-administration as needed.

Physician signature__________________________________________________________________ Date: __________________

OR

I have authorized this child to carry his/her (circle one) inhaler or auto-injectable epinephrine on field
trips only. I have instructed this child on its proper use and he/she is capable of self-administration on
field trips only.

Physician signature________________________________________________________________________ Date: __________________
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