Par ent@ Request and Physician® Order for Student M edication

St.Paul

Diocese of Raleigh

EDUCATION CENTER

SINCE 1826

[To becompleted by Parent]

Child@ Name Age

| request that my child be administered themedication as indicated in the physician@ order
bdow. | understand thenon-medica personnéd condud theadministration.

Parent/Guardian Signature Daytime Telephone Date

To becompleted by Physician

Thechild indicated above must have the medication listed during schod hoursin order to
functionat schod.

Name of medication

Dosage Hours to begiven
M ethod of administration
Administrationby ! Student I Schod Personné

Side effects to be aware of

Duration of order to

Date Date
Office Telephone Physician@ Name Physician® Signature
[To becompleted by Schod|

Person Administering Medication

August 07 A55061



Par ent@ Request and Physician® Order for Student M edication
Diocese of Raleigh

Name Title
Approved by

Signature of Principd Date

August 07 A55061



