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Physician, Please note: Fill in all of the spaces. Missing information will cause the form to be returned to you. This will cause a delay in your
patient receiving medication/treatment. A separate request is needed for each medication.

PO 4 7 13 5/60 A j/Name of patient/student HIATW N 8/1RU 8 U §/Address/Zip

U §U/tn5 8 1ad)iAl/Room/book No.

[3AINNA/DOB | AIRUY/School/IRIE ORG. | MIUN S UI{IGIAUS/Regional Office PID
1N 18§ tiy/Diagnosis:

YOI ﬁfﬁ njL‘ﬁi’@Jgﬁ 181 eun fU/Reason medication must be given in school:

NN @/u?gw/mmy 01 fU/Name of medication/equipment/treatment: ] §8/Dose
r&thﬁf@Jgﬁ 1818071 01/ Time(s) to be given in school: ] §seujuRnbic 14141/ Total dosage per 24 hrs.

Y

g UIfu IR U/Date begin:

o

fg sty t/Date end:

mitnNSiau (G migjgi/mit{{i/instruction for administration/utilization:

mifnn si{mii/Contraindications:

IS AEAIG U AYMNGIMGH YWY ?/s any restriction on activity necessary? __ #18/Yes ___ m18/No

1518 syuf]uniiif yes, describe:

100 AU U I 1G] AU 2/ls student taking any other medication? __Iyt/Yes _ SSIUU/No

Gy mig‘l:gﬁ/lf yes, name of medications

%}

gsGrmesiw

A8IUESSING IUUHAHUTM MuminEsIvGAMNSUNAAN
A PRI IE] )

HEONAGAANSUN A ANAAFINYWHANN TN UIUAHSS
ANV gaISwavmupimi Simeiuimis: Sy

[ox} ZAp -¢Q0e

WIS
To the Principal

I authorize selected school personnel to administer the indicated
medication, or to use the equipment or machinery as prescribed by my
child’s healthcare provider, whose signature appears on this form.

My child may self-administer medication/equipment as determined
appropriate by the school nurse.

I authorize the school nurse to communicate with my child’s healthcare
provider, and my health care provider to reply, as needed regarding this
medication/equipment and/or my child’s response.
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To the physician

Your patient has requested that medication or equipment be utilized in school. Ideally, the administration of medication or utilization of equipment should take place at home.
However, for students who require medication/treatment during the school day in order to function in the classroom, School District Policy does permit selected school staff to
administer medication. In some cases, students may self-administer their medication.

School District Policy also permits the use of equipment/machinery in those instances where similar equipment is kept by the child’s family at home, and such
equipment/machinery is necessary in order to enable the student to function in the classroom. Instruction for use and precautions should be spelled out in detail.

(If your patient’s medication or treatment schedule cannot be altered so that all are received at home, please complete the request on the reverse side-a separate request
is required for each medication or treatment).

When the medication/treatment prescribed exceeds or differs from that approved by the FDA or recommended by the manufacturer, you and the child’s parent will be required to
submit written detailed information to the School Nurse. This must include a list of side effects and confirmation that all side-effects have been explained to and are understood by
the parent. Any particularly dangerous conditions being experienced by the child should be spelled out in detail, with the procedure to follow should a reaction occur.

Please fill in all of the spaces. Missing information will cause the form to be returned to you. This will cause a delay in your patient receiving medication/treatment.
Thank you.

School Health Services
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