CONFIDENTIAL
CONFIDENTIAL 


OOE POLICY #45
ATTACHMENT 1

NEW JERSEY DEPARTMENT OF CHILDREN AND FAMILIES or
DEPARTMENT OF HUMAN SERVICES

State Facility Education Program: ______________________________________

Administrative Action Form for Report of 
Suspected Student Substance Abuse
Student Information:

Name: _________________________________    Age: _______    

Special Education student:       Yes         No

Staff person reporting suspected student substance abuse: ______________________

Date: ____________________________    Time: _____________

Administrative Actions:

Residential Student:

Authorized Residential Staff Notified 
Y
N
Time 

Name: ____________________________

*If No, Indicate Reason: 

-Approval Form Completed and Received
Y
N
Time 

-Notifying Parent or Guardian Approved 
Y
N
ES or Designee Telephoned Parent or Guardian
Y
N
Time 

-Parent or Guardian Available by Phone 
Y
N
-Parent Opted for Facility to Conduct Exam
Y
N
-Parent’s Physician Available to 

Conduct Medical Examination 
Y
N

-Parent Picked Up Student at Residence
Y
N
Time 

-Verification Received from Parent 

that Medical Examination Performed
Y
N
Date/ 




Time 

Student Returned to Residence to

Undergo Medical Examination
Y
N
Time 

Day Student:

Parent or Guardian Notified
Y
N
Time 

Probation/Parole Officer Notified
Y
N
Time 

Parent’s/Adult Student’s Physician

Available to Conduct Medical

Examination,
Y
N

Parent Picked Up Student
Y
N
Time 

Verification Received from Parent 


Date/

that Medical Examination Performed
Y
N
Time 

Medical Examination Conducted by

Physician at Medical Facility

Selected by School
Y
N
Time 

Medical Examination Conducted by 

Physician at Emergency Room 
Y
N
Time 

Parent Present at the Medical Facility/

Emergency Room
Y
N
Time 

If Parent Not Present, Student Returned 

to Care of Responsible Adult
Y
N
Time 

Name of Adult: ____________________________  

All Students:

Written Report of Medical Examination


Date/ 

Received Within 24 Hours
Y
N*
Time 

*If No, Indicate Date when Written Report is Received:  ______________

Student Returns to School Pending Results 

of Medical Examination
Y
N
Date 

Student Status after Receipt of Written Report of Medical Examination:

Student Determined Not to be 

Under Influence of Substance,
Y 

Return to School


Date 

Student Determined to be Under

Influence of Substance,
Y
Written Report Received Clearing 


Date/ 

Student to Return to School,
Y
N
Time 

Return to School 


Date 

When Student Receives a Positive Determination of Substance Use:

Alcohol and Other Drug 
Assessment Conducted
Y
N
Date 

Referral for Treatment
Y
N
Date 

Disciplinary Action: 
Y
N
Describe: 

Date(s): 

Additional Considerations:
Referral for additional Intervention and Referral Services (OOE Policy #42)
Referral for Child Study Team evaluation

Additional Information:

Administrator’s Signature ________________________________   Date ____________
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