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Department of Health Services
Medication Request Form


Student’s Name:_______________________ Grade: ____Classroom:______

Address: ___________________________________ Phone #:_________________

The student must take this medication ________________during school hours.

Method of administration: _________________________________________________

Schedule/Frequency: ____________________________________________________

Dosage: ________________________________________________________________
_
For a period of: ______________________________________________________

Reason for taking the medication (diagnosis, side effects): _________________________________________________________________________

Possible side effects of the medication, possible reactions for which we should contact the pediatrician:____________________________________________________________________

The student may take the medication alone (inhaler, epi-pen, only in case of emergency).              [image: Stop]   Yes        [image: Stop] No

The student may keep the medication with them (inhaler, epi-pen, only in case of emergency).               [image: Stop] Yes         [image: Stop]No

____________					____________________________________	Date		            				Doctor’s Signature

______________________________________________________________________________	Address			

__________________________________________	______________________________
Doctor’s Name						Phone#  
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