BAY SHORE UNION FREE SCHOOL DISTRICT

GARDINER MANOR/ $OUTH COUNTRY SCHOOL — -
HEALTH OFFICE

Parent and Prescriber’s Authorization for Administration of Medicaiion in School

A. TOBE COMPLETED BY THE PARENT QR GUARDIAN:

I request that my ehild

medication as prescribed below by our li
tne propeny iaﬁ"iwu Conis uJ'.‘LCi‘ IT‘_‘CLTIE_ {gl=!
e abmeriee o e woho

the caxe ol i

Parent/Guardian signature: ... Diate:

Home telephone: Work telephone:- -~ - -~ - - Cell number:

1 request that my patient, as listed below, reveive terfillowing medivutivn {please pring)- -
Name of student: Date of birth:
Diagnosis:
Name of medication:
Dosage, frequency and route of administration: . -
-Time to be taken during school houre: Duration of treatment- . _
Possible side effects;
LICENSED PRESCRIBER INEORMATION. .
Prescriber’s sigihatuic - Date - - S
Prescriber’s stamp:
SELF MEDICATION RELEASE TORNVL e
. The above named child has been instrucied in the proper use of the above listed medicatios.
We and
Phusinian’o sicnatmra, _ . Parent/(mardian ainnafars _ _
Physician’s signature_ .. _ ___ qrature
Request that be permitted to carry the medication on his‘her

person as we consider him/her responsible. He/She has been instructed in and understands the purpose

and appropriate method and frequeney or use. . o



