NOTRE DAME-BISHOP GIBBONS SCHOOL

€ 2600 Albany Street * Schenectady, NY 12304-1899  (518) 393-3131 » Fax (518) 370-3817

Authbrizatzon Jor Administration of Medic'atian.
A.  Tobe completed 'by the parent or guardian:

I'request that my chﬂd grade’ receive the medication as
prescnbed below by our licensed health care prescriber. The medication is to be furnished -
by me in the properly Iabeled original container from the pharmacy I understand that the

school nurse will administer the medication or an adult will superv1se my child taking
his/her own medication.: .

Signature (Parent or _Guardia:ci):

Address:

Telephohe: Home __~ Work - Date:

B.  Tobe completed by the licensed health care prescriber:

1 request that my patient, as listed below, receive the following medication:

Name of student:_- . _ Date of Birth:

"Diagnosis:

Name of Medication:. __ ' . )

Prescnbed Dosage Frequency and Route of Admnustrahon

; . Time to be Taken During School Hours
' Duration of Treatment:

Possible Side Effects and Adverse Reactions Gf any)

- Other Recoinmendation: -
ﬁ - Name of Licensed Prescriber and Title (please print):
Prescribef's .
Signature: - ' Date:
Address:___- : Phone:

t | | )




