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Remember to adhere to your local requirements on administering medication.
Student’s Name ________________________________________ Date of Birth: _____________________ 
									Month/Day/Year 
Street Address 


 
City 					State 			Zip or Postal Code 

Home Phone: _________________ Work Phone: _________________ Cell Phone: __________________ 

Parent’s Name(s): ___________________________________________________________________________ 

Doctor’s Name: _______________________________________ Doctor’s Phone: _____________________ 

I hereby request and authorize school personnel to administer the prescribed medication as directed by our doctor. 

_____________________________________________ 
Parent or Guardian Signature 


............................Cut here............................................................................................................................Cut here...........................


Doctor’s Orders 
You are hereby directed to give ___________________________________________________________ 
Name of Child 

their medication, _______________________________________________________________________ 
Name of Medication 

in the amount of __________ tablets/capsules at __________ a.m./p.m. daily or as follows, 



Duration: _____________________________________________________________________________ 

Possible Side Effects: ___________________________________________________________________ 


_____________________________________________________ _______________ ________________________ 
Doctor’s Signature 						Date 			Phone


[image: A logo for a company

Description automatically generated]
image1.png




image2.jpg
~ ADVENTIST EDUCATION
Journevy to Excellence 2.0




