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Physician's Qrders for Medication In School
To Physicians and Parents of Stadents requiring Medication in Schook
hmp&nmvﬁh&cnﬂsmdmgﬂaﬁomdﬁwNwYo&Sﬁ&E&mﬁmWymmmq&ﬁmdw cornplete this form to
request that medication he administered to your childin school.
Student’s Name: DOB: Gender: o

Stadent’s Address:

Student’s Schook: Grade ___ ‘'Teacherm

Parent/Guardian’s Narme:

Phone:___ , e . _fwotk) (cel)
Narme of Drogle) ,
Genetic Naine of Dgfs) ifpossble
Dosage & Frequency: :
May the student self administer this medicationin school? _____Yes  No (Ifyes complete section Bbelow)
Fixpected Effect@y

Possble Side Effect(s)
Diagnoss gnd ICD9 Code:
Date orderis Effective: . , ' "Tirme Duration of Ordes:

Signed Physician’s IName: Date Signed:

Street Address/ PO BOX # City, State, Zip Code e #

Physician’s NPI License #
Reguired . Regired
A: _Parent Request for School to Administer Medication:
1 hereby request that my child , be given the above medication in

school as prescribed by the Physician.
Parent Signature: Date:

»v_‘v ot s ot el o
T

) M HOB i
has been instructed in

, the proper method of self-administratiop of the following
prescription medication: . Ttis our belief that this student is knowledgeable and
responsible enough to catry, store, and use this medication during school and extracurriculat hours. He or she has
been instructed in and understands the purpose and appropriate method and frequency of the use of this
medication.

Parent Signature: L Date:
Physician’s Signature: Date: .
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School Nurse: : License and NPI#s:




