PERMISSION FOR MEDICATION AT SCHOOL 

Name of student ______________________________ Grade _______________________
Date of Birth ___________________________ Phone Number:______________________

* To Be Completed By Physician

Medication: __________________________________ Dosage:_____________________________________
Time(s): _____________________________________
Route: ______________________________________
If P.R.N., list indication for use: ___________________________________________________________________________
Possible significant side effects: ___________________________________________________________________________
Duration:
 ______until further notice.  
other ______________________________________________________________________
Are there any restrictions? ___ Yes ___ No.    
If yes, describe ______________________________________________________________
Student ___ may, ___ may not miss a dose of medication while attending a field trip or special activity.
 *The above named pupil is capable of and has been instructed in the proper technique of self administration. Student should be permitted to self-carry and self administer medication during school hours. ________   (if yes, please initial.)

_____________________________		_________________________________________                
Printed Name of Physician			                Signature of Physician 			

Date:______________
Phone Number of attending office:________________________	

*To Be Completed By Parent / Guardian

I, ________________________________, give permission for my child to receive the above medication as directed by the physician. 

Parent/ Guardian Signature: __________________________________________ 

Date: ___________________Phone:_______________________

