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MEDICATION AUTHORIZATION FORM 

 

School Year: _________________   School #_______________ 

 

Physician’s Order: 

Name of Child:_________________________________________________________________ 

Name of Medication: ____________________________________________________________ 

 Dosage:  ________________________________________________________________ 

 Time/Frequency: _________________________________________________________ 

Reason for Medication: __________________________________________________________ 

Possible Side Effects: ____________________________________________________________ 

Estimated Termination Date: ______________________________________________________ 

(All authorizations expire at the end of the current school year.) 

Physician’s Instructions for Class Trips ( when school nurse or parent not present): 

_____ Medication may be omitted when the child is on a class trip.  

_____  Dosage schedule may be altered as follows:_____________________________________ 

_____  Child is knowledgeable about this medication and how to administer it, and may self- 

administer medication on class trips (with teacher supervision). 

 

Physician’s Signature: _______________________________________ Date: _______________ 

Physician’s Address: ____________________________________________________________ 

Physician’s Telephone Number: ___________________________________________________ 

 

I request this medication be given to my child, ______________________________________,as 

prescribed by my child’s physician.  

_____ My child may self-administer his/her medication on class trips. 

Date: _____________________ Parent/Guardian Signature: _________________________ 

 


