
 
 

Authorization to Administer Prescription Medication 
To be completed by prescribing physician  

 
 

Student Name: _______________________________________  Date of birth: ______________ 

 

Diagnosis:______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Medication(s) and dose: __________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________  

 

Medication Allergies:  ____________________________________________________________ 

 
The School Physician is authorized to alter the medication, dose, and schedule for the benefit of 
the student. 
 
Signed: _______________________________________________, M.D.      Date: ____________ 

 

State License #:  ________________________  

Phone:  _______________________________     

Fax: __________________________________ 

 
This form is required by the Rhode Island Department of Health. 

Complete only if the student is on medication. 
 

Please duplicate this form if needed. 
 

 
ST. GEORGE’S SCHOOL HEALTH CENTER • 372 PURGATORY ROAD, MIDDLETOWN, RI 02842 

PHONE: 401-842-6676 • FAX: 401-842-6682 • EMAIL:  HEALTH_CENTER@STGEORGES.EDU 


