
ARCHDIOCESE OF NE-W Ozu.E{NS

REQLTEST FOR SCHOOL PERSONhIEL TO ADI'{IMSTER MEDICATIoN

(Plee<e complete all information on rhis form and renrrn it o rhe schcol office. ThanJc you.)

L Child's name Grade

" Medication ro be administered

3. Dcsage

4. Rrrpcse of medicarion

5. Time of day rneCic.tion is ro be gjven

6- A-nticipated numbcr of dap mcdicarion pecCs to be givcn during rhool hor:rs

7. Possible side effecrs

(Signed physician statement rnust accompany this request forin.)

My siglanue authoriz's the school s€cretar.r, principal, or designee lc administer the medicarion-

as stated on rhis form. ro ioy child"

that ar]y side effecs from the medication are not the school's responsibiliry.

DaLe

hrent's Sigrnrurc

and


