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ADMIMSTRATION OF MEDICATION IN SCHOOL

This form is for ALL requests for medication in school. Your physician MUST fill in allinformation

below, full name of the medication, frequency and dosage of the m^edication and reason for the medication'

your rigputu.e and youiphysician;s sigraturl at the boitom sigrify your permission for this medication to

be administered in school.

prescription medication must be inthe original bottle labeled by a registered pharmacist as prescribed by

law. Over-the-counter medications rurtb" pr.rcribed by a doc'tor and m ust be in their orisinal unooened

"onAirr""rjut"di*tion 
t,rtt be delivered to the Health Office by the parent or guardian'

raaaa0aa l0all

TO BE COMPLETED BY THE PHYSICIAN:

Name of Student:

DOB:

Sp ecia I d irect ion s a nd/or rem arks/sid e effects : 

-

MIDDLE SCHOOL AI\D HIGH SCHOOL ONLY:

For Emergency medications ONLY (Inhalers, Benadryl Epi Pens, Insulin)

Is this student able to catry and self-adrninister this medication? (circle one) YES NO

PHYSICIAN'S STAMP:

Signature Physician:
Phone number:
Date:

Parent Signature:
Date:

Name of medication:

Dosage andfrequency:

Why prescribed: _-

Medication orders need tq be rqnew-edp4.ch s.chool year and MUST be dated after
Julv Lst for the following school year


