


 











Pasadena Christian Preschool Illness & Medication Regulations 
 

For the health and safety of all students, teachers are required to perform a daily health check of all 

children. This is a check that will include visual observation, discussion with the parent/child, and taking 

temperatures. These health check steps will be repeated throughout the day as needed. 

 

ILLNESS 

 

STATE REGULATIONS PROHIBIT day care facilities from having a child in attendance with any of the 

following conditions: 

 

 If he/she has a known infectious or communicable disease. 

 If he/she has a fever or had a fever during the previous 24 hour period. 

 If he/she has heavy nasal discharge the facility must have a note from the child’s pediatrician allowing 

him/her to attend school again. 

 If he/she has been taking an antibiotic for less than 24 hours. 

 If he/she has had vomiting or diarrhea in the last 24 hour period.  If the child has been sent home from 

school there is a 24 hour waiting period before re-admittance. 

 If he/she has yellow, white or green discharge from their eyes. 

 If he/she has a constant cough. 

 If he/she has a cold 

 If he/she has a new skin rash or mouth sores. 

 Has active lice in the hair; children with lice or nits will be sent home and asked to see a lice removal 

specialist; proof of the visit will be required upon return to school. To prevent further outbreak, the school 

may, at its discretion, bring in a lice specialist check the hair of all students in that classroom. 

 PLEASE SEE OUR COVID-19 RESPONSE POLICY FOR COVID-19 SPECIFIC GUIDELINES 
 

Children may also be excluded from school at the discretion of the staff: 

 If he/she is fussy, cranky, lethargic, and generally not her/himself 

 

Your child may come to preschool: 

 

 If his/her cold is over, but is left with a minor nasal drip. 

 If he/she has been exposed to a communicable disease, a physician’s note or call must be received in order to 

return. 

 

The preschool reserves the right to ask for a physician’s authorization to return to school. As a courtesy, 

please keep your child home even if he or she is just tired or not feeling well; rest at such times may prevent 

the development of serious illness. 

 

COMMUNICABLE OUTBREAKS 

 

If your child has been diagnosed or presents symptoms of a possible communicable disease, you are required to 

notify the preschool office at once. If two or more students present with a communicable disease (i.e. Hand Foot 

and Mouth, Chicken Pox, etc.), all parents will be notified via email. 

PLEASE SEE OUR COVID-19 RESPONSE POLICY FOR COVID-19 SPECIFIC GUIDELINES 
 

IMMUNIZATIONS 

 

ALL students entering school MUST be current on all vaccinations as required by the State of California. A copy 

of each child’s immunization form must be submitted prior to entering school.  

 

Required immunizations are outlined here: http://www.shotsforschool.org/child-care/ 

 

 If a child is on a delayed immunization plan, he or she will be excluded from school in the event of a 

communicable outbreak for which they are not vaccinated. 

 



 

MEDICATIONS 

 

All medications issued at school need to be presented to the preschool office for processing. Prescription and non-

prescription medications may be given by school staff at the discretion of the school administration and under the 

following conditions: 

 

Prescription Medication:  
 

California Education Code Section 49423 provides that any pupil who is required to take medication during the 

regular school day prescribed by a physician may be assisted by the designated school personnel if the school 

receives:  

 

(1) A written statement from the physician detailing the method, amount and time schedule by which such 

medication is to be taken. Your physician must sign the PCS Administration of Prescription Medication form.  

 

(2) A written statement from the parent or guardian of the pupil indicating the desire that the school assist the 

pupil in the matter set forth in the physician's statement.  A parent or guardian must also sign the PCS 

Administration of Prescription Medication form. 

 

(3)  All medication must be in a bottle labeled by the pharmacy with the student's name and name and dose of 

medication. 

 

 

Non-Prescription Medication:  
 

A parent or guardian must complete and submit to the office the Administration of Non-Prescription Medication 

form. Over-the-counter medication must be in the original labeled container and delineate instructions on issuance 

and dosage. Our staff will not dispense over-the-counter medication, which includes cough drops, sunscreen, 

diaper ointment, antibiotic ointment, etc., without an Administration of Non-Prescription Medication Form 

on file. 

 

 

ILLNESS AT SCHOOL 

 

Often, children are seemingly fine in the morning at drop-off but present with symptoms during the day. Children 

are required to go home if they present with any of the above-mentioned symptoms/conditions. The school also 

reserves the right to send a child home if they are unusually lethargic, cranky, or generally not him/herself.  

 

When a child presents with symptoms, the child will be brought to the preschool office and the school will call the 

parents at once. If a parent cannot be reached, we will contact the next person on the child’s emergency contact list.  

 

It is our expectation that parents pick-up within a reasonable amount of time, generally 30 minutes 

or less. Please advise the staff if there are extenuating circumstances that may cause a delay of more 

than 30 minutes. 

 

I have read and understand the Illness and Medication Regulations of Pasadena Christian Preschool 

and have a plan for care in the event my child is ill.  
 

 

Child’s Name: ___________________________________________________________________________ 

 

 

Signature of Parent/Guardian: _____________________________________________________________ 



 
 

 Date: _______________________________________ 

 
Parent Consent for Administration of PRESCRIPTION Medication  

 

Name of Student: _________________________________________ Date of Birth: _____________________________ 
Address: ___________________________________________________ Phone: ____________________________________ 
Name of Center: Pasdadena Christian Preschool  License #: 1920004344 
 
PARENT’S INSTRUCTIONS: 

1. All prescription and nonprescription medications shall be maintained with the child’s name and shall be dated. 
2. Prescription and nonprescription medications must be stored in the original bottle with unaltered label. 

Medications requiring refrigeration must be properly stored. 
3. Prescription and nonprescription medication shall be administered in accordance with the label directions. 
4. Written consent must be provided from the parent, permitting child care facility personnel to administer 

medications to the child. Instructions shall not conflict with the prescription label or product label directions. 
 

 
Name of Medication  Form of 

Medication 
Purpose / Medical 
Condition 

Instructions  (Dosage/Time) 

 _____________________________ _______________ _______________________ ______________________________________ 

 _____________________________ _______________ _______________________ ______________________________________ 

 _____________________________ _______________ _______________________ ______________________________________ 

 
I authorize child care personnel to assist in the administration of medications described above to the 
child from ______________________(beginning date)  to ________________________ (ending date). 
 
SIGNATURE OF PARENT OR GUARDIAN (MANDATORY): ___________________________________________________ 
 

 
TO THE PHYSICIAN: Please complete and sign this form 

1. If medication prescribed for a child must be given during school hours to prevent serious physical or behavioral 
problems: or 

2. If over-the-counter medicines, lotions, creams, etc. are requested by the parents to administer to their child 
during school hours. It is a request and guide to authorized school personnel to assist the pupil with medication. 
Please check all that apply. 

 
SIGNATURE OF PHYSICIAN: _______________________________________ DATE: _________________________ (REQUIRED!) 
 
PHYSICIAN’S STAMP (OR PRINTED NAME, ADDRESS, & PHONE NUMBER):  
 

 
 

Medication Chart 
Staff Documentation of Medicine Administration 

DATE: TIME GIVEN STAFF SIGNATURE 

 
DATE: TIME GIVEN STAFF SIGNATURE 

 
DATE: TIME GIVEN STAFF SIGNATURE 

 
DATE: TIME GIVEN STAFF SIGNATURE 

 
Upon Completion, return medicine with a MEDICATION RETURN FORM AND A COPY OF THIS FORM to 
parent; and place original form in child’s record. 
 
STAFF: _____________________________________________________________ DATE: _______________________________________________ 



 
 

 Date: _______________________________________ 

 
Parent Consent for Administration of NON-PRESCRIPTION Medication  

 

Name of Student: _________________________________________ Date of Birth: _____________________________ 
Address: ___________________________________________________ Phone: ____________________________________ 
Name of Center: Pasdadena Christian Preschool  License #: 1920004344 
 
PARENT’S INSTRUCTIONS: 

1. All prescription and nonprescription medications shall be maintained with the child’s name and shall be dated. 
2. Prescription and nonprescription medications must be stored in the original bottle with unaltered label. 

Medications requiring refrigeration must be properly stored. 
3. Prescription and nonprescription medication shall be administered in accordance with the label directions. 
4. Written consent must be provided from the parent, permitting child care facility personnel to administer 

medications to the child. Instructions shall not conflict with the prescription label or product label directions. 
 

 
Name of Medication  Form of 

Medication 
Purpose / Medical 
Condition 

Instructions  (Dosage/Time) 

 _____________________________ _______________ _______________________ ______________________________________ 

 _____________________________ _______________ _______________________ ______________________________________ 

 _____________________________ _______________ _______________________ ______________________________________ 

 
I authorize child care personnel to assist in the administration of medications described above to the 
child from ______________________(beginning date)  to ________________________ (ending date). 
 
SIGNATURE OF PARENT OR GUARDIAN (MANDATORY): ___________________________________________________ 
 

 
 

 
 

Medication Chart 
Staff Documentation of Medicine Administration 

DATE: TIME GIVEN STAFF SIGNATURE 
 

 
DATE: TIME GIVEN STAFF SIGNATURE 

 
 
 

DATE: TIME GIVEN STAFF SIGNATURE 
 
 
 

DATE: TIME GIVEN STAFF SIGNATURE 
 
 
 

DATE: TIME GIVEN STAFF SIGNATURE 
 
 
 

DATE: TIME GIVEN STAFF SIGNATURE 
 
 
 

DATE: TIME GIVEN STAFF SIGNATURE 
 
 
 

Upon Completion, return medicine with a MEDICATION RETURN FORM AND A COPY OF THIS FORM to 
parent; and place original form in child’s record. 
 
STAFF: _____________________________________________________________ DATE: _______________________________________________ 



Allergy Action Plan  

Name of Child: _________________________________________________ Birthdate: ________________ Room # : ___________ 

It is our policy that each child has an Allergy Action Plan on file, regardless of severity. If your child has a life-threatening allergy, 

required medication and a signed Administration of Medication form must be on file in order to attend. 911 will automatically be 

called if an epi-pen is administered. Please list allergens in order of severity from greatest concern to least concern. Write only one 

per section. 

ALLERGEN/INTOLERANCE (one per section):   

 ALLERGY (IgE)  INTOLERANCE  AVERSION (Religious/Choice) 

Symptoms are known to be: Mild Moderate Severe (meds required) Life Threatening (Epi-Pen/911) 

KNOWN AFFECTED AREA(S):  Mouth 

 
 Skin 

 
 Gut 

 
 Throat 

 
 Lungs  

 
 Heart 

 
 

EXPLANATION OF KNOWN SYMPTOMS:  

  

ACTION PLAN: Monitor Call Parents Medication   ________________  Epi-Pen and Call 911 

Asthmatic? YES (Higher risk for severe reaction)      NO                       
    

ALLERGEN/INTOLERANCE (one per section):   

 ALLERGY (IgE)  INTOLERANCE  AVERSION (Religious/Choice) 

Symptoms are known to be: Mild Moderate Severe (meds required) Life Threatening (Epi-Pen/911) 

KNOWN AFFECTED AREA(S):  Mouth 

 
 Skin 

 
 Gut 

 
 Throat 

 
 Lungs  

 
 Heart 

 
 

EXPLANATION OF KNOWN SYMPTOMS:  

  

ACTION PLAN: Monitor Call Parents Medication   ________________  Epi-Pen and Call 911 

Asthmatic? YES (Higher risk for severe reaction)      NO                       

ALLERGEN/INTOLERANCE (one per section):   

 ALLERGY (IgE)  INTOLERANCE  AVERSION (Religious/Choice) 

Symptoms are known to be: Mild Moderate Severe (meds required) Life Threatening (Epi-Pen/911) 

KNOWN AFFECTED AREA(S):  Mouth 

 
 Skin 

 
 Gut 

 
 Throat 

 
 Lungs  

 
 Heart 

 
 

EXPLANATION OF KNOWN SYMPTOMS:  

  

ACTION PLAN: Monitor Call Parents Medication   ________________  Epi-Pen and Call 911 

Asthmatic? YES (Higher risk for severe reaction)        NO                       



 
 

 
 

 



EMERGENCY CALLS 
In Case of a Life-Threatening Emergency, Call 9-1-1 FIRST! 
Our address is 1485 N. Los Robles Avenue, Pasadena, CA 

 
Name Relationship Phone Number 

1      

2      

3      

Name of Doctor  Name of Practice  Phone Number 

     

 
 
 
 
 EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, I AUTHORIZE THE STAFF AT PCS TO MEDICATE AND/OR CALL 911! 
 
 
Parent/Guardian Signature:  Date:  

 



 

 

S H A P I N G   H E A R T S   A N D   M I N D S   F O R   L I F E 
1485 N. Los Robles Ave., Pasadena, Ca. 91104     T.626.791.1277     F.626.398-9815     www.pasadenachristian.org 

 

 

 

       

 

 

 

 

 

 

Parent Handbook Signature Page 
 

 

 

I/we ______________________________and ____________________________ 

 

parent(s) of ______________________________ acknowledge  I/we have 

 

received and will read the policies set forth by Pasadena Christian Preschool in the 

 

Preschool Parent Handbook.  

 

I/we also acknowledge that by enrolling my/our child(ren) in Pasadena Christian 

Preschool, I/we agree to follow the Preschool policies as well as any local, state or 

federal regulations set forth by law. 

 

 

 

Signed___________________________________      Date:________________ 

 

Signed___________________________________      Date:________________ 

 

 

  

 

 


