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PHYSICIAN AND PARENT MEDICATION AUTHORIZATION FORM

Administration of Medication During School Hours

To be completed by Licensed Health Care Provider

Student Name Date of Birth Allergies

Medical Diagnosis: . e o R _==—== -
Name of Medication: o s o —
Time to be given: _ Dosage and Routes to be given: . e
Duration of time child is to receive medication: e e o B —
Reaction to monitor for: - o P S—
Licenses Health Care Provider’s Signature: Date:

Please print the following information:

Licensed Health Care Provider's Name:

Address:

Telephone No.: Fax No.:

Affix stamp below.

ication administred to a student is provided at the expense of the

Senlor Mansgement Team
Mr. Donavan Graham, M Ed (cand ). POP - Acting VP 1o Junior Sehool & Programmes (ncluding Boarding), Mrs. Roscani
[.ounges. M S - VP lo Senor School & Administration, Mra. Svetlana Ceawlnd-keane, B S, FOCA - Bursar



