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One South Broadway
Hastings-on-Hudson, NY 10706

PRESCRIBER’S AUTHORIZATION FOR 
ADMINISTRATION OF MEDICATION IN SCHOOL
A Licensed Health Care Prescriber must complete this form.

Name of Student: ___________________________________________________________________________	

Grade: _______	 Building: ZIC ES / MS / PBL or MLK HS		Date of Birth: _____/_____/_______

Diagnosis: ________________________________________________________________________________

Allergies: _________________________________________________________________________________

I request that my patient, as listed above, receive the following prescriptions:

[image: ]

[bookmark: _GoBack]Recommendations: __________________________________________________________________________

__________________________________________________________________________________________


__________________________________________________________________________________________
Name of Licensed Prescriber and Title (Please Print)

Address: __________________________________________________________________________________

__________________________________________________________________________________________

Phone:	(_____) ______ - _________	  Fax: (_____) ______ - _________	Other:  (_____) ______ - _________

Email: _____________________________________________________@_________________________.com

__________________________________________________________		________________________
Signature										Date 
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