
SCHCOL MEDICATION AUIHC)RlZATlON FORM 
- 

STUDENTS HAME 
ADDRESS - 
TELEPHONE 4 
B~~THDATE -- . 
SCHOOL GRADE- 
QvaRGENCY TELEPHONE MJMBER - 

& i o n  of said m e d i d o n  

(To BcComplctrd by the Sludcnffs Physician) 

Type ofDiuavor Illness: 
MW Ku m c d i i o n  be a d m i  during thc school day in orda to &ow ihc child IO W d  sd~ool? -YU 
No 
Am then any side c f f ~  From the medication?"-Ya -No 
If ya, please spcciify: 



Daily Medication Administration Record 

Student: School Year: School 

Date of Birth: Teacher: Diagnosis: 

Medication, Route: Date, Dose, Time: 

Parent Name: Physician: 

Parent Phone: Physician Address: 

Comments: Physician Phone: 

H : Holiday D : Early Dismissal 

A : Absent W : Dosewithheld 




