Student Name Allergies

be given: Dosage and Route to be given:

Date:

the followine information;
Licensed Health care Provider's Name:
Ad&ess:
Telephone No.; Fax No.:
TO bE comDICtEd by PARENT/GUARDIAN
I grant permis.sion.to the principal or hivha designee of---- school to assist in the adminisbatron
oﬁﬁ%b rescnbed medicahon to my child while in school and away from school while participating in official school activities

llj-"t1it

as a
wouid under the same or similar
cttcumstances.

Parent's Signature: Date:
Please Print parent's name:

Does this medication ne€d to be provided during field trips? @) yeS E wo

t Physicfun and Parent Medication Aathorization Form must be completed Ibr
each individually prescribed medicarion
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