PRESCRIPTION MEDICATION ORDER FORM

                                                Cohasset High School
                                                       143 Pond St.
                                                 Cohasset, MA 02025

Phone 781- 383-0853, Fax # 781- 236-1012
Start Date: __________________ End Date: ___________________________
Student’s Name: ________________________________________________________

Health Care Provider’s Name/Telephone Number: ______________________________
Medication: _____________________________________________________________
Diagnosis:  ______________________________________________________________
Dosage: ________________________________________________________________
Frequency (times to be given):  ______________________________________________

Allergies:  _______________________________________________________________
Comments: ______________________________________________________________
On ____ received____ tablets ___/___              On ____received ____tablets. ___/___

On____ received ____ tablets ___/___              On ____received ____tablets. ___/___

On____ received ____ tablets ___/___              On_____ received ____tablets ___/___  

PRESCRIPTION MEDICATION MUST BE IN THE ORIGINAL PHARMACY BOTTLE WITH THE STUDENT’S NAME, DOSAGE, PRESCRIBING PROVIDER’S NAME, ETC. 
Parent/Guardian Name:    __________________________________________________
Parent/Guardian Signature:  ________________________________________________
Health Care Provider’s Name:  ______________________________________________

Health Care Provider’s Signature    ___________________________________________
