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FOR PRESCRIPTION MEDICATIONS: PLEASE HAVE PHYSICIAN OR ADVANCED PRACTICE 
NURSE COMPLETE THE FORM BELOW OR FURNISH A LEGAL(BLUE) PRESCRIPTION THAT 
INCLUDES ALL THE INFORMATION REQUESTED.  
 
PHYSICIAN’S ORDERS: 
Student Name:_____________________________________________________________________ 
 
DOB: ___________   Age: _______     Grade: _________   Teacher: _________________________ 
 
Medication Prescribed: _____________________________________________________________ 
(please indicate medication, concentration, dosage, route & time to be administered) 
Dosage & Time to be Administered: __________________________________________________ 
 
Length of Time Prescribed: _________________________________________________________ 
   (Note: Valid only for current school year) 
 
Purpose of Medication: ____________________________________________________________ 
 
Possible Side Effects:______________________________________________________________ 
 
 
___________________________________                         __________________________________ 
Physician’s Signature                                                         Physician’s Name (Please Print) 
 
Date:_________                                                                   Phone:__________________ 
 
PARENT CONSENT: 
        I request that the school nurse, the medical inspector, or the student him/herself under the 
school nurse’s supervision, administer the above medication as ordered by the physician. 
 
                                                             _____________________________________________ 
                                                             Parent(s)/Guardian Signature 
                                                             Date: __________ Home Phone: _________________                 
                                                             Work: _______________________________________ 
                                                             Cell Phone: __________________________________ 
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