RIVERDALE PUBLIC SCHOOL
RIVERDALE, NJ 07457

AUTHORIZATION FOR MEDICATION ADMINISTRATION

Student’s Name _______________________________________________      Grade__________
Parent’s Name ________________________________________________      Child’s DOB _______
To Be Completed by Physician:
[bookmark: _GoBack]Name of medication ____________________________________________________________________
Diagnosis/reason for medication __________________________________________________________
Dose to be give __________ Route __________ Time __________
Indications for medication if “as needed” ___________________________________________________
How soon can it be repeated? ____________________________________________________________
Length of time medication is recommended _________________________________________________
Possible side effects ____________________________________________________________________
Restrictions to daily activities while on this medication ________________________________________
Other medications the child receives that might enhance, alter or impact the effects __________________
_____________________________________________________________________________________
Field Trip planning: _____ OK to skip dose or _____ medication must be administered

___________________________________________________________             Date _______________
Physician’s Signature

___________________________________________________________             ___________________
Physician’s Stamp           MD/DO/APN                                                                    Phone number

I request that my child be administered the prescribed medication(s) as directed.

____________________________________________________________          Date _______________
Parent’s Signature


