MEDICATION ADMINISTRATION REQUEST FORM

L B A O S I N R O B B O R I O S S I R B B N O A

PRESCRIFTION MEDICLATION/PHYSICIAN REQUEST:
Student name:

Grade:
Diagnosis:
Medication: Dosage:

Diregctions for adminisiration {rouie

—

1

ime, frequency):

Dates of medication administration: 1o
Adverse reactions which should be reported 1o the physician: _

Storage reguirements:
Physician Signature:
Physician name{printed):

Date:
Phone:

OVER-THE-COUNTER MEDICATION/PARBENT REOHEQT:
Student name:
Medication:

Grads:

Dosage:
Directions for administration (route, time, frequency):

meason for medication usage:

Dates of medication agdministration: _
Parent signature: -

LA S A O L S S L S L R I T L A L A S 2 S L L S B A A I A T I T R R R )

Any changes in the above regquestrequires a new form to be
filied out and returned to the health room.

L L L L L O T A A L S S L R e R A I R e L

The above medication ...

was given as reguesied and documenied on the medication shest,

was not nezeded during the above datad administration period.
Signature: Titie:

Date:



