
 
Physician Authorization for Medication at School 

Powhatan County Public Schools 
 

 
Student Name: ____________________________________________ 

 
Date of Birth: _____________________________________________ 
 
The following medication needs to be administered during school hours: 
 
 
Medication: ______________________________________________ 
 
Reason Given: ____________________________________________ 
 
Dosage/Time Given: _______________________________________ 
 
________________________________________________________ 
 
Anticipated Length of Treatment: _____________________________ 
 
 
_______________________________________      ______________ 
Physician Signature                                                    Date 
 
_______________________________________ 
Please Print Physician’s Name 
 
_______________________________________ 
Physician’s Office Number 
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