Dear Parent or Guardian:

As part of our ongoing efforts to best meet the needs of our youth, we have begun implementing
the Over-The-Counter Scholastic Medicine Safety unit (OTC) at the Laurel Police Department
Youth Academy. Implemented by staff of the Southern New Castle County Communities
Coalition, students will learn about topics including the difference between prescription and
OTC medicines, information on a Drug Facts label, OTC medicine safety, and why it’s important
to never use any medicine without adult permission and supervision.

To learn how well this program is working, we will be asking your child to complete a survey
that asks about his or her knowledge and perceptions of medications. This survey is voluntary,
and your child’s name will not be recorded with his or her answers. We will repeat the survey at
the end of the curriculum.

Please feel free to contact SN4C staff (information below) if you have any questions or concerns.
Complete the slip below and return it to your child’s camp instructor.
Sincerely,

Staff of the Southern New Castle County Communities Coalition
sn4cprevention@gmail.com
Brandy Mace- Prevention Coordinator (302-377-4032)

Please select one
o 1DO allow my child to participate in the OTC surveys.

o 1DO NOT allow my child to participate in the OTC surveys.

Child’s Name:

Parent or Guardian Name (please print):

Parent or Guardian Signature:




Portions of the OTC Program are made possible from the use of federal funds. These following
demographics will be documented anonymously for federally funded reporting requirements.
Please complete and return to your camp instructor.

I i Out/Check Selection

Child’s Age

Child’s Gender Male

Female

Trans Boy

Trans Boy

Trans Girl

Gender non-conforming
|| Other

Gender Unknown
Choose Not to Answer
White

Black

Native Hawaiian/Other Pacific
Asian

American Indian/Alaska Native
More than One Race
Race Not Known

Other

Choose Not to Answer
Child’s Ethnicity Hispanic

Non-Hispanic
Unknown

| | Choose Not to Answer

Child’s Race

AN EEN .
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