NO MEDICATIONS ARE TO BE BROUGHT INTO SCHOOL WITHOUT SUBMITTING THIS FORM.
FORM MUST BE SIGNED BY YOUR CHILD’S DOCTOR. 

                                         MEDICATION DISPENSING FORM-PARENT/GUARDIAN
I request that the enclosed medication, in the original container, be administered to ___________________________ (student’s name). I give the school nurse permission to contact the physician and/or pharmacist with any questions concerning the medication.

Student’s Age______ Grade______  School _____________________________________________________________________

Name and Strength  of Medication______________________________________________________________________________

Time  of Administration____________________Dosage_____________ Prescription____________ Non-Prescription__________

Reason for Medication_______________________________________________________________________________________

Effective dates: from_____________________________20_____  to ______________________20____

______________________________  ___________       ______________________________  _____________________________

Parent/Guardian Signature                    Date                     Home Telephone                                   Work Telephone

---------------------------------------------------------------------------------------------------------------------------------------------------------------

                                                                         MEDICATION FORM-PHYSICIAN

Patient’s Name______________________________________________________________________________________________

Medication: Name, Strength, Dosage, Time of Administration:________________________________________________________

___________________________________________________________________________________________________________

Purpose of Medication:________________________________________________________________________________________

_______________________________________________    __________________________________________________________

Physician’s Name                                                                     Physician’s Signature

________________________________________________   __________________________________________________________

Physician’s Stamp (should include address and phone#)        Date

------------------------------------------------------------------------------------------------------------------------------------------------------------------

              PHYSICIAN’S FORM FOR EMERGENCY/SELF-ADMINISTERED MEDICATION

It is essential  that ________________________________________(student’s name) be permitted to carry and administer the following medication for the purpose of treating _________________________________(diagnosis). This should be done under the supervision  of the school nurse whenever possible. In the case of an emergency, or if the school nurse is not in the building, I have instructed this patient in the procedure for administration of this medication and find him/her competent to administer the medication.

Medication dosage and time of administration:_____________________________________________________________________

________________________________________________   _________________________________________________________

Physician’s name                                                                       Physician’s Signature

_________________________________________________  _________________________________________________________

Physician’s Stamp (should include address and phone#)         Date










Date rec’d (office use)________

