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Medication: Dosage: Route:

Purpose of Medication:

Time of day medication will be given at school: Frequency: Allergies to food, medicines, or other
(e.g. daily) items? [ JNO [JYES List allergies :

Anticipated number of days medication will be given at school: Is this medication a controlled

[]Until the end of the current school year substance?

] weeks

[l days CONo  [YES

Possible Side Effects:

Health Care Provider Authorization

3UHVFULELQJ +HDOWK & D U H(RetLRed if Gresorbed Medicidhy X U H Date:

,QVHUW 3URYLGHUTV 1DPH DQG $GGUHVY 6WDPS %HORZ | Office Phone Number:

Office Fax Number:

Parent Authorization

| give permission for my child to be given the above medication as prescribed. | give permission for the school nurse or
school administrator to contact the health care provider named above or the pharmacist who filled the prescription to
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