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PHYSICIAN'S STATEMENT REGARDING
ADMINISTRATION OF MEDICINE BY SCHOOL PERSONNEL

PLEASE SCHEDULE MEDICATION QUTSIDE OF THE SCHOOL HOURS WHENEVER POSSIBLE
Name of pupil : Date of Birth e
Address Telephone
Condition for which medication is to be given e
Name of medicaton
Method of administradon: Oral ______ Inhalator Injection Other
Daose Schedule of doses
The medication is 1o be continued as above untl
Precautons advised

Possible reactions to medication

Actons o be taken in case of reaction to medication

Check one below:
— TI'give this pupil permission to self administer the above medication.
—— [ authorize designated school personnel to a::lminist;r the above medication.

Print name and address of physician Date

Phone

Signature of Physician

PARENT'S OR GUARDIAN'S REQUEST FOR
ADMINISTRATION OF MEDICINE BY SCHOOL PERSONNEL
AND WAIVER AND RELEASE FROM LIABILITY

The undersigned hereby requests School 1o assist

in the matters set forth in the above Physicians statement,

(6) A-23



