Diagnosis: Name of medication

Prescribed dosage, frequency and route of administration:

Time to be taken during school hours: Duration of treatment:

Possible side effects and adverse reactions (if any):

Other recommendations;

NAME OF LICENSED PRESCRIBER AND TITLE (Please Print):

Prescriber’s Signature: Date:
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Physician’s Stamp:

SELF-MEDICATION RELEASE
The above named child has been instructed in the proper use of the following medication procedures:

We and

Physician’s Signature Parent/Guardian Signature

request that be permitted to carry the mediation with him/her,
Child’s Name
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has been instructed in and understands the purpose and appropnate method and frequency of use.



