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PHYSICIAN ORDER
PERMISSION FOR AS NEEDED (PRN) MEDICATION TO BE GIVEN AT SCHOOL

NAME of student:

School year:
School: Grade: . ) Teacher:
Diagnosis: Time to be given:
Medication / strength: Dosage: .

Purpose of medication:
Possible side effects: e

Anticipated number of days to be administered at school:
Additional instructions:

DATE

SIGNATURE OF PHYSICIAN

I hereby give my permission for

ordered above on an 'as needed' basis. | understand it is my responsibility to furnish this medication.

DATE

Lo take the medication
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SIGNATURE OF PARENT / GUARDIAN
NOTE: The medication (OTC or Rx) is to be delivered to school by an adult; in a cont

ainer appropriately labeled by a. pharmacy
or physician; OR in original packaging, properly labeled with the name

and strength of the medication, and name of student.

FOR SCHOOL USE ONLY: : .
time ‘ ‘
date military OR . therapeutic |adverse |parent
(mm/dd/yy) |am/pm _:mm:n.mmo:\mqmzmﬁ:\n_owamo\_.o:S reason administered/ initials - effect? effect? [notified?
, _
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initials signature initials signature - initlals. . signature
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