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[bookmark: _GoBack]PHYSICIANS – PARENTAL PERMISSION TO ADMINISITER PRESCRIPTION OR NON-PRESCRIPTION
MEDICATION AT SCHOOL FOR MORE THAN 10 DAYS
	STUDENT NAME:


	DATE OF BIRTH:

	AGE:


	GRADE:

	TEACHER: 




	NAME OF MEDICATION:

                                                                                  

	DOSAGE:

	TIME:   


	     TABLETS       PILLS       CAPSULES       LIQUID        INHALANT       NEBULIZER       OTHER

	REASON STUDENT RECEIVING MEDICATION:




	PHYSICIAN NAME:
PRINTED

	TELEPHONE:                                                                                                                                                        


	PHYSICIAN SIGNATURE:



	DATE:




	PARENT/GUARDIAN SIGNATURE:


	DATE:


	HOME/CELL TELEPHONE:

	WORK TELEPHONE:
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