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Ph:   345-947-1344   
      Fax: 345-947-8871

_______________________________________________________________________________

ADMINISTRATION OF MEDICATION FORM

Name of Student:  ___________________________

Year: __________
Name of Medication: _____________________________________________

Purpose of Medication: ___________________________________________
Prescribed by:  Dr. ______________________________________________

Dosage: ______________________
Frequency: ___________________

Time of last dose: ______________
Time for Next Dose: ____________

With food: 
  ( Yes
(  No


Utensil Provided: ( Yes
  (  No

Start Date: ____________________
End Date: ____________________

Side Effects / Special Instructions: ______________________________________________________________

____________________________________________________________________________________________________________________________
Emergency Contact Numbers
1. Name: __________________
Telephone Number(s): _______________

2. Name: __________________
Telephone Number(s): _______________

3. Name: __________________
Telephone Number(s): _______________

I, ________________________, parent/guardian of ____________________ hereby grant permission for him/her to receive the above medication from the office.

_______________________

(Print Name)
_______________________ 

(Signature)

_______________________

(Date)
Updated: 2nd December, 2009 
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