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Physician’s Request for the Administration  
of Medication by School Personnel 

 
 
 
__________________________________ is under my care and should receive 
(Name of Student) 
 
 
__________________________________ at the following times:  ___________________________ 
(Name of Drugs, Dosage, Route) 
 
 
Specific instructions for administration:  ________________________________________________ 
 
 
Possible side effects to watch for:  _____________________________________________________ 
 
 
Expiration date of this request:  _______________________________________________________ 
 
 
Other medication(s) child is taking:  ____________________________________________________ 
 
 
 
I understand that the school will not independently verify the propriety of the above instructions: 
 
 
 
Date:  _________________________         _________________________________________ 
      Physician’s Signature 
 
 
      _________________________________________ 
      Physician’s Telephone Number 


