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Medications during school/camp 

The school director is only permitted by law to administer medication according to 

certain procedures. 

This include prescription, herbal, and over the counter medication. 

1. The school/camp director must have on file a written consent form from the 

prescribing physician and parent/ guardian indicating the frequency, dosage, and 

route of the prescribed medication. 

2. The medication must be delivered directly to the school/camp director by the 

parent/ guardian. 

3. All medication must be in its original pharmacy container with the prescription 

label intact. 

 

Please be aware that all medication must be picked up by the end of the school 

year by the parent/ guardian. Any medications that are not picked up will be 

discarded. 

  

At the start of the school year, new documentation and medications will be 

required following the above directions.  

 

 

Thank you for your cooperation in this matter, 

Sincerely, 

Itty Goldshmid 

Director 

 

550 Rockaway Ave. Valley Stream, NY 11581 

Chabad11581@gmail.com ~ 516.825.5566 
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Instructions for medications to be given during the school year. 

 

Part 1: 

To be filled out by student’s parent/ guardian. 

Student’s full name: _________________________________________ 

I hereby request the administration of the medication prescribed by 

Dr. _____________________________________, to my child as specified below,  

 

___________________          _____________________________________ 

Date    Parent/ guardian signature 

 

 

Part 2: 

To be completed by prescribing physician  

Name of student ______________________________________________ 

Name of medication ___________________________________________ 

Dosage and frequency __________________________________________ 

Time of administration __________________________________________ 

Duration of medication __________________________________________ 

Other_________________________________________________________________________

______________________________________________________________________________ 

 

Signature and Date __________________________________   _________________ 
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