Medication Order Form
for

Nyack Public Schools

Date of Birth:

Student Name:

I, give permission for the school nurse to administer
medication as per the physician’s orders below. I also give permission for the nurse to contact my child’s
physician concerning any medication issues that may arise.

Parent/Guardian - Print Name Parent/Guardian — Signature Date
IEEEEEEEEEEEEEEEEEEEEEEEEEEEEENEEEENEEEEEEEEEEESR EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEESR

For medical reasons, an RN is required / is not required to accompany this student on all field trips.
circle one

PHYSICIAN ORDERS -Over-the-Counter Medications
Please note —The MD must initial the appropriate box for EACH medication prescribed.

DRUG ROUTE DOSAGE FREQUENCY MD INITIALS COMMENTS
Tylenol PO (orally) Per label Q 4 hr PRN for pain
Tabs, Chewable or instruction by or fever
Liquid age/weight >100.0 F
Ibuprofen PO (orally) Per label Q 6 hr PRN for pain
Tablet or liquid instruction by or fever
age/weight > 100.0F
Benadryl PO (orally) Per label Q 6 hr PRN for
Caplets or liquid instruction by allergic reaction
age Jwei ght (hives/insect bite)
TUMS PO (orally) Per label Q 6 hr PRN for upset
Chewable instruction by stomach
age/weight
Op-con A OS/OD or OU 1-2 drops in the Q6 hr PRN for
/Visine/Visine as appropriate affected eye(s) itchy/allergy/red eyes
AC [not for use w/
contact lenses]
Anbesol, Orajel, Apply to Per label As needed for oral
Orabase, ST37, affected area of instructions pain
oral pain reliever gums or oral
mucosa
(MedikofY) PO (orally) 1 lozenge Q 2hrs PRN or as
Cough Drops Throat lozenges directed by doctor for
cough or sore throat
Mineral Ice/Icy Apply topically Per label As needed for muscle
Hot (NMS & to affected instructions aches & pains
NHS) muscles

Prescription Medications*** — Must be supplied to Nurse’s Office in original container.

***For all other medications, attach a copy of the MD prescription and/or Care Plan to this form.
*There is a Nebulizer machine in the Nurse’s Office; please send in tubing and medication if indicated.

Date:

Physician Signature:

MD Stamp required:




