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MEDICATION ORDERS
Name of Student: _______________________________________ Date of Birth: 




Name of Parent/Guardian: 













MEDICATIONS: (To be completed if not in violation of confidentiality) 

List all medications that your child is receiving, including those given during the school day. 

1. 







 3. 









2. 







 4. 








ALLERGIES: (Known food or medication allergies)
CONSENT: (Please circle either yes or no)
I give permission for administration of the following medication: 

I give permission for the school nurse to administer the medication as prescribed.      Yes      No

I give permission for my child to carry their Inhaler or Epi-Pen if the school nurse

determines it is safe and appropriate. I understand it is my responsibility to provide

the school nurse with backup medication.






     Yes      No

I give permission for the school nurse to share with appropriate school personnel

Information relative to the prescribed medication administration if he/she determines

it necessary for my child’s health and safety.






     Yes      No

Signature of Parent/Guardian: 







 Date: 




To Be Completed by Licensed Provider

Name of Licensed Provider: 





 Phone: 




Address: 







 City/Town: 




Diagnosis: 







 Medication: 




Dosage: 




 Route of Administration: 





Frequency: 




 Time of Administration: 





Possible Adverse Effects: 











Date of Order: 



 Discontinuation Date: 





Signature of Licensed Provider: 









(Additional Medication Order Forms on back)
To Be Completed by Licensed Provider
Name of Licensed Provider: 





 Phone: 




Address: 







 City/Town: 




Diagnosis: 











 Medication: 













Dosage: 




 Route of Administration: 





Frequency: 




 Time of Administration: 





Possible Adverse Effects: 











Date of Order: 



 Discontinuation Date: 





Signature of Licensed Provider: 









Signature of Parent/ Guardian:  









To Be Completed by Licensed Provider
Name of Licensed Provider: 





 Phone: 




Address: 







 City/Town: 




Diagnosis: 











 Medication: 













Dosage: 




 Route of Administration: 





Frequency: 




 Time of Administration: 





Possible Adverse Effects: 











Date of Order: 



 Discontinuation Date: 





Signature of Licensed Provider: 









Signature of Parent/Guardian:  









To Be Completed by Licensed Provider
Name of Licensed Provider: 





 Phone: 




Address: 







 City/Town: 




Diagnosis: 











 Medication: 













Dosage: 




 Route of Administration: 





Frequency: 




 Time of Administration: 





Possible Adverse Effects: 











Date of Order: 



 Discontinuation Date: 





Signature of Licensed Provider: 









Signature of Parent/ Guardian:  







______

