



	Students Name: 
	Birth Date: 
	Address: 
	School Grade Teacher: 
	Physicians Printed Name: 
	undefined: 
	Office Phone Emergency Phone: 
	Medication name: 
	Purpose: 
	Dosage: 
	Time medication is to be administered or under what circumstances: 
	Prescription date Order date Discontinuation date: 
	Diagnosis requiring medication: 
	Expected side effects if any: 
	Time interval for reevaluation: 
	Other medications student is receiving 1: 
	ParentGuardian printed name: 
	Address if different from Students above: 
	Phone: 
	Emergency Phone: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Check Box9: Off
	Check Box10: Off


