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I hereby request the following medication be given to my child at the prescribed
time and dosage by the Schoo] Nurse.

. Child’s Name Age: Grade:
Address Phone Number
- Parent/Guardian Si gnature Date:

To be filled out by private physician:

Diagnosis:

Némé of Medication:

Dosage: ' Time to be given:

Side effects:

Comments:

Physician’s Signature Date:

Address: Phone Number

** Please Note***
Medication is to be brought to school by the parent in the original container labeled
by the pharmacy. All medication will be kept by the school nurse.in a locked

storage cabinet.



