
THE SCHOOL DISTRICT OF PHJLADELPHIA 
SCHOOL HEAL TH SERVICES 

REDUC"T FOR ADMINISTRATION OF ATION 

(PLEASE SEE MESSAGE TO PHYSICIAN ANO PARENT ON BACK OF FORM} 
PHYSICIAN, PLEASE NOTE: Fill in all of the spaces. Missing information will cause thefonnto be returned 
to you. This will cause a delay in your patient receiving medication/treatment A separate request is needed 
for each medication. 
NAME OFPATIENTJSTUDENT ADDRESS/ZIP ROOM/BOOKNO, I authorize licensed school personnel to �a minister the indicated medication ps

prescribed by my child's health care prov1 er, whose signature appears on this 
form 

DATE OF BIRTH ISCHOOL PlD 

My chfld may self-admlnistermedication/equipmentas determined appropriate by 
DIAGNOSIS: the school nurse. 

REASON MEDICATION MUST BE GIVEN lN SCHOOL: ! authorize the school nurse to communicate with my child's health care provider,
and my health care provider to reply. as needed regarding this medication and/or
my ch!ld's response.

NAME OF MEOiCATION: DOSE: 
-

TJME(S) TOBEGIVENINSCHOOL: TOTALD0$AGEPER24HRS: 

DATE BEG!N: DATE:ENO: PARENT TELEPHONE 
SIGNATURE NUMBER 

INSTRUCTION FOR ADMINISTRATJON/UTILIZATION: 

EMERGENCY 
DATE SIGNED NUMBER 

CONTR.AINDJCA TIONS: 

In accordance with school district procedure: 

• I have assessed the student and s/he hasSIDE EFFECTS: 
demonstratedcompetencytoself-administer
medications.

' YES __ NO 
TREATMENT OF SIDE EFFECTS/ACTION TO BE TAKEN: • The administration of this medication was

approved on:

RESTRlCTION ON ACTIVITY: YES □ NO □ 
IF YES, DESCRJBE: 

IS STUDENT TAKING ANY OTHER MEOJCATION? YES□ NO □ 
IF YES, NAME OF MEDICATIONS: 

SIGNATURE OF SCHOOLNURSE 

PRINT NAME OF HEAL TH CARE PROVIDER/CREDENTlALS TELEPHONE 

ADuR"""'"" EMERGENCY NUMBER 

TELEPHONE NUMBER OF SCHOOL NURSE 
SIGNATURE OF HEALTH CARE PROVIDER OATESIGNEO 

,.,i;;...,K , ,..-v;;V. -·-- ·- - --so••·" ... v..,,;;. 




