
for
Administration of Medication During School Hours

To Be Completed bv Licensed Health Care provider

DOB

Medical Diagnosis: Diagnostic Code:

Name of medication:

Time to be given: Dosage and Route to be given:

Duratioq of time child is to receive medication:

Reactions to monitor for:

Licensed Health Car€ Provider,s Signature:

Please orint the followine information;

Licensed Health Care Provider's Name:

Ad&ess:

Student Name Allergies

Date:

TO bE COMDICtEd bV PARENT/GUARDIAN

I 
fereby 

grant permis.sion.to the principal or hivha designee of---- school to assist in the adminisbatron
or Ihe prescnbed medlcahon to my child while in school and away from school while participating in official school activities
llj-'"t1it| ]l i:-lfesPonsibilitv to notify the school tf and when these orders chaog.. I u-nd"rst*d th" law provides thattftre snall.oe no lrabtltty ior clvil damages as a result ofthe administration of such medication and/or treatment where the person
administering such medication and/or treatment acts as an ordinarily reasonably prudent person wouid under the same or similarcttcumstances.

Telephone No.; Fax No.:

Parent's Signature: Date:

Please print parent's name:

Does this medication ne€d to be provided during field trips? O yes E Uo

t Physicfun and Parent Medication Aathorization Form must be completed lbr
each individually prescribed medicarion
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