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MEDICAL PROVIDER AUTHORIZATION FORM
PRESCRIPTION MEDICATION
STUDENT'S NAME: DOB:
SCHOOL: GRADE:
DIAGNOSIS:
DAILY MEDICATION
MEDICATION: DOSAGE: | ROUTE: | FREQUENCY: | START DATE: | STOP DATE: | SIDE EFFECTS:
1,
2
AS NEEDED OR PRN MEDICATION

MEDICATION: DOSAGE: | ROUTE: | FREQUENCY | START DATE: | STOP DATE: | SIDE EFFECTS:

1.

2.

MEDICAL PROVIDER CONSENT

| authorize the school to the give the above medication(s) to this student.

Asthma Inhalers and Epi-Pens Only: This student and his/her parents have been instructed in self-administration and the
student may carry an inhaler or Epi-Pen and self administer at school. Yes No

PRINT MEDICAL PROVIDER NAME: DATE:

MEDICAL PROVIDER SIGNATURE:

PARENT CONSENT

| give the school permission to administer the above medications as directed by the medical provider.
Inhaler/Epi-Pen Only: My child may |:| ormay not| |carry and self-administer.

PARENT/GUARDIAN SIGNATURE: DATE:

My electronic signature on this form indicates my intent to adopt the content of this form and communicate such information and consent electronically to
my parish/school.

As part of the authorization form, school personnel may contact the medical provider and parent with questions regarding the
medication administration including clarification regarding dosage, side effects or indication of the medication(s) listed above.



	STUDENTS NAME: 
	DOB: 
	SCHOOL: 
	GRADE: 
	DIAGNOSIS: 
	DOSAGE2: 
	ROUTE2: 
	FREQUENCY2: 
	START DATE2: 
	STOP DATE2: 
	SIDE EFFECTS2: 
	PRINT MEDICAL PROVIDER NAME: 
	DATE: 
	DATE_2: 
	MEDICATION 1: 
	0: 
	1: 

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	MEDICATION 1_2: 
	0: 
	0: 
	1: 
	2: 
	3: 
	0: 
	0: 
	1: 
	2: 
	3: 

	1: 
	0: 
	1: 
	2: 
	3: 



	1: 
	0: 
	1: 
	2: 
	3: 


	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off


