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Student's Name:______________________________________________________________________               DOB:_____________________________ 

Diagnosis: _______________________________________________________________________________________________________________________

Daily Medications taken at school: Students may not self-medicate
 
	Medication
	Dosage and frequency
	Route
	Time to be given
	Reason for medication

	


	
	
	
	

	


	
	
	
	

	


	
	
	
	



Possible side effects: ___________________________________________________________________________________________________________

Physician's Signature: ________________________________________________________________________      Date: ___________________

Physician's 
Name   P R I N T E D: __________________________________________________________________________________________________________

Address: ________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________
(Telephone Number)



  __X___ I give permission for my child  to receive medical treatment during school hours as prescribed by a physician.
Medication should be brought to school in the original container, appropriately labeled by the physician and pharmacist.  

Parent/Guardian Signature: ________________________________________Date:____________
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