MEDICATION ORDER FORM

To be completed by a licensed prescriber

Name of Student:_____________________________           Grade:________

Date of Birth:__________________

Name of Licensed Prescriber:__________________________        Title:________

Business Telephone:___________________   Emergency Number:____________

Medication / Dosage / Route / Frequency / Time(s) of Administration:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Please note: whenever possible,medication should be scheduled at times other than school hours)
Specific directions or information for administration:__________________________

________________________________________________________________________

Date of Order:___________________            Discontinuation Date:_______________

Diagnosis:_______________________________________________________________________________________________________________________________________

Any Other Medical Condition:_____________________________________________

Other Medication Being Taken by the Student:_______________________________

_______________________________________________________________________

ALLERGIES: MEDICATION OR FOOD___________________________________

Date of Next Scheduled Appointment:_____________________

Consent for self administration _______yes        ______no

(provided the school nurse determines it is safe and appropriate)

Signature of Licensed Prescriber:______________________________  Date:_______

Please Return Form To: St. Agnes School Nurse

