
Muenster ISD Medication Administration Form
Student Name __________________________ DOB ____________ Grade __________ Teacher _____________________

Name of Medication: ___________________________________________ Dose: __________________________________

Reason for Medication: ________________________________________________________________________________

Medication form:⬜ tablet/ capsule ⬜ liquid ⬜ inhaler ⬜ injection ⬜ nebulizer ⬜ other ____________

This medication is:⬜ routinely given ⬜ as needed only (episodic or emergency events)

Scheduled times to be given at school: ___________________________________________________________________

Start:⬜ date received ⬜ other date: ____________ Stop:⬜ end of school year ⬜ other date: _________

Restrictions and/or side effects:⬜ none anticipated ⬜ yes, describe: _____________________________

Special storage requirements:⬜ none ⬜ refrigerate ⬜ other: __________________________________

This medication is to be carried by the student for safety reasons:⬜ no ⬜ yes

This student is capable of self-administering this medication (example - rescue inhalers):

⬜ no ⬜ yes, without supervision ⬜ yes, but does require supervision

PARENT/ GUARDIAN

Parent/ Guardian Signature: ______________________________ Relationship: __________ Date: _______

Home Phone:____________________ Work Phone: __________________ Cell Phone: ___________________

PHYSICIAN

HEALTH OFFICE USE ONLY- Date reviewed: ____________ Nurse’s signature: ________________________________________________


