UNLIMITED W QA 7903.11B

PARENT/GUARDIAN AND AUTHORIZED HEALTH CARE PROVIDER
REQUEST FOR MEDICATION
(SH0il CHet 22/2 X} L UJF A= 019] QM)

X o 2

[
>
oz
12
I
o0
re
o
1]
10
rot
ir
K
~N
HI
fo
pal

0
2

A 494238 &l 7k kS
gy}, o] Au] 2= i“@ o] graLel A4 thyH A X}*ng ﬂr"ﬁ g 7t S Y E

gy,

sl ABA e A7 o8 5
EAE A

2 217} o el o) Aol Wa 9l A,

= SaL 115 AL} of s el sl Q171 o5l

X wats} sl A)g wH Ao A A

o bl
i
o
=
fo
E

of !
o
i ou

[¢]
-

w
>
W
aft
ol o_‘\l
I
Lo,
il
N
(o,
o
>
A
ne
=
o
=l
=
>,
O

oy % i
o o M
> Mo

b
JR kA

3

N
-
o

2

o H) o8 A Qo]

L
"1___‘

2~ L
%Fi 91?14 o = o,

tlo o
N

fol AQ PRI
o
o

A
St o)
o kol C

N
N
oy
o o
L B
@
>
>
19 ro
N
o
m
off
ob
‘2,
_t
ftlo

I
ofo
L et oft it

BT
o (I F}L
2,
=2
ol
ol

12 % oo 2 ¢

ol o ¥l

3o, M RL R oy

o ool
Y,

oy R

2

)
N
Y

I
o
2,
o
0

[ to

fu b
N
_O‘L
=
i)
i
fu o>
%o
0 ED’
L
O

>
o,m

o
T N
—_

d

Oft
e L
19 1o

e o
=2,
)

2\ rlo

N

- (O

N T
[y

4z rlo
=
o
>
>
>
ofo
ob
N
c)
:Onl_‘,
)
El
2
f
o
%
o
)
o
Loy
2o
S| o

e 2
o,

4
12
jules
tlo
o
X
5o
tio
po
o
i
v

4t
d
kT
fol
_|>i
EJ
o
k.
2

2
b
)
fol

: (11 x]—) (xl)

1 O H

AUTHORIZED HEALTH CARE PROVIDER REQUEST FOR ADMINISTRATION OF MEDICATION

Reason for Medication:

Medication: Dose: Route: Time:

If PRN: Amount of time between doses Maximum number of doses:

Possible medication reactions:

Instructions for emergency care:

Authorized Health Care Provider Signature:

Authorized Health Care Provider Name (print clearly):

Telephone

Provider NPI #

Date of Request:

Date to Discontinue Medication: Office Stamp

Regarding EpiPen/Inhalers: It is my professional opinion that this student should be permitted to carry/self administer

this emergency Inhaler/EpiPen. This student has been instructed in, and demonstrates an understanding of proper usage.
Health Care Provider Initials

SCHOOL USE:
Reviewed by: Date:
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	Reason for Medication: 
	Medication: 
	Dose: 
	Route: 
	Time: 
	Possible medication reactions: 
	Telephone: 
	Provider NPI: 
	Date of Request: 
	Date to Discontinue Medication: 
	Birthdate: 
	School: 
	Teacher's Name: 
	Grade: 
	Date: 
	Telephone- Work: 
	Telephone- home/cell: 
	Emergency Care Instructions: 
	Name of Student: 
	Name of Health Care Provider: 
	Max # of doses: 
	Amount of time between doses: 


