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Medical Room







Ext. 144

Fax: (570)702-8422
Private Physician Request for Administration of Medication

During School Hours.

Dear Doctor:


The parent/guardian of _________________________ has requested that we administer the following medication(s), namely, _________________________during the school day.


If it is essential that the student receive the medication during school hours, please complete the following.

Medication Name-___________________________

Dosage-___________________________________

Time to be given-___________________________

Possible Side effects or contraindications-____________________________________

Curtailment of specific school activity-(gym, etc.)-_____________________________

Other medications taken outside of school-___________________________________

For students with Epi-Pen only:

Has student been instructed on medication delivery? ____________________________

Should student be allowed to carry Epi-Pen/Can student self-medicate? _____________
_____________________________ 



________________________
Date







Physician Signature

_____________________________



________________________

Date







Parent Signature

