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SOUTH KENT SCHOOL 

Medication Transport 
 
Due to the legal ramifications relating to student transport of medications, controlled medications will not be given to 
students to transport to and from home, or other destinations, unless the form below has been checked and signed by you. 
 
 
Student’s Name:________________________________________________________________ 
 
 
Please check one of the options listed below: 
 
!  1. Please mail my son’s medications home at the beginning of vacations. I will mail them back   
        to the School. I understand that I will be assessed a fee for this service.  
 
!   2. Please give my son’s medications directly into the care of a Parent or Guardian.  
 
!   3. My son has my knowledge and permission to transport his medications to and from school. I  
        assume all liability associated with this action.  
 
 
 
 
_________________________________________________ __________________________________________________ 
Print Student Name  Signature of Student 
 
 
_________________________________________________  __________________________________________________ 
Print Parent or Guardian Name  Signature of Parent or Guardian 
 
 
Date: _____________________________ 
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SOUTH KENT SCHOOL 

Influenza Vaccine 2010-2011 
 
Anyone interested in receiving the influenza vaccine must sign a permission slip, and any parents wishing their son to have 
the vaccine must also submit a signed permission slip.  Everyone receiving the vaccine will be required to wait in the Health 
Center for a full 20 minutes afterwards to insure that there is no allergic reaction. Please review the following page of this 
document. 
 
Dr. Bradford Harding recommends that students with a history of asthma, diabetes, or any chronic illnesses which affect the 
body’s resistance to infection receive the vaccine; otherwise it is not necessary for a normally healthy adolescent. 
 
There will be an additional charge to the family/student account.  South Kent School will bill you for this. 
 
It is recommended to each person who requests vaccination that appropriate consultation be sought from that person’s 
physician who is best able to render an individualized medical judgment. Every effort has been made to provide such patients, 
parents, and/or guardians meaningful information relating to the risks and benefits of vaccination in form and language 
understandable by all concerned. 
 
 
INFORMATION ON PERSON TO RECEIVE VACCINE 
 
 
Name:___________________________________________________  Date of Birth________________ 
 
 
Address______________________________________________________________________________________ 
 
 
City______________________________________________ State_____________ Zip__________________ 
 
 
Telephone (      ) __________________________________ 
 
 
__________________________________________________________________________ 
Signature of person to receive vaccine (if 18 or over) or signature of parent/guardian 
 
___________________________ 
Date 
 
 

For Clinic Use Only 
 
Clinic Site:_____________________________________Date Vaccinated:__________ 
 
Manufacturer and Lot Number:_______________________________________________  
Vaccination Site:  ( ) Left Arm   ( ) Right Arm 
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IMPORTANT INFORMATION ABOUT INFLUENZA VACCINE 2010-2011 

 
What is influenza (“FLU”)?  It is an illness caused by influenza viruses.  It can affect people of all ages.  Usually, people with 
influenza have abrupt onset of fever, chills, headache, sore throat, cough, and muscle aches and may be sick for several days to 
a week or so.  Most people recover fully.  A small proportion of cases are particularly severe, and patients may develop 
pneumonia or other complications.  The risk of complication and death from influenza is highest for people with chronic 
health problems like diabetes, diseases of the heart, lung, and kidneys, severe anemia, or chronic illnesses (or medications) 
which lower the body’s resistance to infections.  In general, it is also high for older persons, particularly those 65 years or 
older.  Tobacco smokers are also at higher risk. 
 
Influenza viruses frequently undergo changes in their chemical makeup.  These changes make it possible to catch influenza 
even though immunity (antibodies) may have been developed against previous strains of influenza.  Thus, having had 
influenza or influenza vaccine in past years may not prevent one from getting influenza again.  Influenza epidemics are 
unpredictable.  However, some influenza cases occur each year. 
 
Influenza Vaccine:  Influenza vaccine is composed of killed influenza viruses and is given by injection.  The vaccine will not 
protect all persons against the flu.  It also will not protect against other illnesses that resemble the flu. 
 
Possible side effects from the vaccine:  Most people will have no side effects from the influenza vaccine.  Some persons may 
complain of a sore arm for 1 to 2 days.  Fever, chills, headaches, and muscle aches might occur 6 to 12 hours after vaccination 
and persist for 1 to 2 days.  As with any drug or vaccine, there is a possibility that allergic or more serious reactions, such as 
paralysis and even death, could occur.  THE VACCINE CANNOT CAUSE INFLUENZA.  RESPIRATORY 
ILLNESS OCCURING AFTER BEING VACCINATED IS COINCIDENTAL AND UNRELATED TO THE 
VACCINATION. 
 
THE FOLLOWING PERSONS SHOULD NOT BE VACCINATED: 
 
Those who have allergies to eggs or thimerosal 
Those who have had a previous severe allergic reaction to or other problem with the vaccine 
Those who have a fever or feel ill with something more than a cold 
Those with an active neurological disorder 
 
QUESTIONS:  If you have any questions about influenza or influenza vaccination, please ask now, or call your physician or 
local Department of Health before requesting the vaccine. 
 
REACTIONS:  Anyone receiving influenza vaccine who becomes ill and visits his physician, hospital, or clinic in the four 
weeks after this vaccination, should report this illness to Progressive Medicine at 860-927-1855. 
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Kent Apothecary 
3 Maple Street 
P.O. Box 672 
Kent, CT 06757 
Phone: (860) 927-3725  
 
May, 2010 
 
RE: Pharmacy Services 
 
Dear Parent(s): 
 
Kent Apothecary is pleased to provide daily service to South Kent School for the 2010-2011 academic year. 
 
To provide us with your son’s current information, the following page must be completed and mailed or faxed to 
South Kent’s Health Center. These forms must be completed EVERY SCHOOL YEAR.  Please also include a 
photocopy (front & back) of your PRESCRIPTION insurance card.  Kent Apothecary accepts most insurance 
plans and will make every effort to become an active participant in any plan in which we are not currently enrolled.  
We ask that you complete these forms each year so our files can be updated with the new insurance/credit card 
information. 
 
Please keep in mind that many employers change insurance plans or carriers throughout the course of the year.  It 
is in everyone’s best interests that we are made aware of these changes so that there will be no interruptions or 
problems with billing prescriptions for your child.  Failure to provide current insurance coverage will result in the 
pharmacy charging full retail price. 
 
We recognize the school’s policy on outside medications being brought to the infirmary and offer a fee-based 
repackaging service if required.   If you have any prescriptions on hand that your son will need filled or repackaged, 
please deliver them to the school infirmary, and we will coordinate the actual dispensing with them. 
 
We require that you provide your credit card information so that we may charge any prescription co-pays and/or 
over-the-counter items directly to you.  Please make sure that the card you provide is valid throughout the entire 
school year.  All information is kept confidential and secure.  As with insurance cards, please keep the pharmacy 
informed of any credit card changes to ensure that we maintain proper and efficient billing information.   
 
Please contact me with any questions concerning billing, insurance or medications.  I can be reached by phone at 
860-927-3725 or by e-mail at peter@kentapothecary.com.   
 
We look forward to meeting you son’s pharmacy needs in the school year ahead! 
 
Thank You, 
 
 
Peter D’Aprile, RPh, MBA 
Owner/Pharmacist 
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Kent Apothecary • 3 Maple Street• P.O. Box 672 • Kent, CT 06757 • Phone: (860) 927-3725 

 
** Please Print All Information Clearly ** 

 
SECTION I: STUDENT INFORMATION 
Student Name (last, first, MI):  Date of Birth:  
Social Security Number:  Phone:  
Allergies to Meds: 
 
SECTION II: PARENT/GUARDIAN INFORMATION 
Name (last, first, MI):  Home Phone:  
Billing Street Address:  Cell Phone:  
P.O. Box  Work Phone:  
City:  Fax Number:  
State & ZIP Code:  Email:  
 
SECTION III: CREDIT CARD INFORMATION ** (REQUIRED) ** 
Method of Payment: ❑ VISA           ❑American Express            ❑Mastercard         ❑Discover 
Name of Student:  
Credit Card Number:  
Credit Card Expiration Date:  
Name (as it appears on card):  
Signature authorizing payment:  

 
Please check ALL Applicable: 
 
 ❒ I have enclosed a copy (Front & Back) of my son’s PRESCRIPTION insurance card 
 ❒ My son has School Insurance 
 ❒ My son has NO PRESCRIPTION INSURANCE Coverage 
 _______________________________________________________________________ 
 
 ❒ I authorize my son to charge over-the-counter products to the above card. 
 
Kent Apothecary is covered by the medical information privacy provisions of the Health Insurance Portability and 
Accountability Act of 1996 (generally called “HIPAA”) and its Regulations. As a result, we are required to comply with 
HIPAA and the Regulations in the use and disclosure of health information by which our patients can be individually 
identified.  We are also required under Section 164.520 to give our patients this notice (in paper or electronically as the 
patient wishes) of our legal duties and privacy practices concerning their Protected Health Information, and also to tell our 
patients about their rights under HIPAA and the Regulations. If you have any questions about our policies, please contact us 
directly.  We are required by this Act to request your signature upon receipt of this document.  Please sign your first and last 
name clearly on the line below.  If your child is 18 or older, he may sign as an adult. 
 
I have received a copy of the Kent Apothecary Privacy Notice. 
 
Signature: __________________________________________________________ Date:  ______________ 
 
I authorize the release of my medical/prescription information to my parent/guardian (For students over 18 years of age): 
 
Signature: __________________________________________________________ Date:  ______________ 


