
LITTLE SILVER SCHOOLS

LITTLE SILVER, NJ

Medication In School
Please have child’s physician complete form below and return to school nurse with medication indicated brought in by parent/adult only.







Date ______________________

_____________________________________________ is being treated for 

 
(Name of student)









_____________________________________________.  It is necessary that he/she be 

       (Illness/medical condition)








given the medication during school hours at the following time(s):  _________________

___________________________________________________________________

Medication: __________________________________________________________

Dose: ________________________________  Frequency: _____________________

Contraindications for administration would be: _________________________________

_____________________________________________________________________

Possible side effects/adverse reactions: _______________________________________

_____________________________________________________________________

Signature of student’s physician: _____________________________________________

Date:  ___________________

Printed name/stamp of physician:
Parent signature:  I _______________________________________ authorize the school nurse to administer the above medication to my child.
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