(School Name)

MEDICINE ADMINISTRATION REQUEST FORM

Dear School Principal,

[bookmark: _GoBack]
I request that _______________________________________________________________, attending
	(Student's Name)


__________________________________________________________________________, receive the
(Name of School)


medication ____________________________________________________________, _____________
	(Name of Medication – Brand Name and Generic)   		     	       (Dose)


for ________________________________________________________________________________
	(Diagnosis)


for the period from ____________________ to _______________________.
	(Date)                               	 (Date)



The medicine is to be furnished by the parent and is to be labeled with the student’s name, the name of the medicine, the amount to be given, time of the day to be taken, and the expected duration of treatment. A school nurse or person designated by the principal should administer the medication.



________________________________________
                                                                                                             (Physician’s Name – Please Print)

________________________________________
                                                                                                             (Physician’s Signature)

________________________________________
                                                                            		(Office Address)

________________________________________
                                                                            		(Office Phone Number)


Approved by:

__________________________________________________________               _______________________________________
		       (Parent or Guardian)					      (Telephone Number)


For Office Use Only



Form Received by: _________________________________________________               ___________________________
					      						(Date)
