Authorization for Medication

The following section is to be c«c_rﬂ_xple_ted,by the PARENT:

School | Grade

Child’s Name ‘ S
' ' "~ Last - First . -Sex  Date of Birth
Irequest that my child be assisted in taking the medicine(s) described below
at school by authorized persons as authorized by me and my physician -
(see below), S
- | . () Co
Date ~~ Parent/Guardian Signature Home Phone - Emergency Phone

=~

The foIloWing sec_tioﬁ is to be completed by the P}fﬁlYS!CIAN: .

Diagnosis for which medication is given:

Name of Medicine:
Form:

Dose: - :
If medicine is to be given at school, at what time?

If medicine is to be given “When Needed", describe indications >

How soon can it be repeated?

List significant side effects:

Length of time this treatment is recommended:

Other information:

Date;
' o Physician’s / Mid-level Practitioner’s Signature
Format developed by: T e
The American College Place Stamp Here
of Allergists




Autorizacién parala Medicacitn -

La seccién siguiente serd completada por el PADRE:"

Escuela . ' S . Grado
Nombre del Nifio

L Apellido ' Primero Sexo Fechade Na'cimxenm

Yo pxdo que mi nifio se ayude en tomando la. medicacién(es). descnbxé

debajo en la eéscuela por personas autarizadas como autonzado por yo y rm
médico (vea deba}o) e

‘Flrma de P dre/G ] d'én

La seccidn siguiente seré cumpletada por el MEDICO
The following sectlon 1s to be c,ompﬂeted by th e PHYSICIAN:

Dmgn051s for which medmatmn is given:

Name of Medicine:
Form:

Dose:

If medicine is to be given at suhool at what t1me'7

If medlcme is to be given “When Neaded”, describe mdlcatxons

How soon can it be repeated?

List significant side effeets:

Length of nmc thls treatment is recommended:

Other information: '

Date: L -
S e C Physmnan s / de-lwel Pmctitldxner s &ngnature

Format developed by: ' _

The American College Place Stamp Here SR

HSBOIS?E .




