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IF POSSIBLE, PLEASE SCHEDULE MEDICATION OUTSIDE OF SCHOOL HOURS

Please print legibly
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in all sections

Student Name: Last First Middle Date of Birth (Month/Day/Y ear)

HEALTH CARE PROVIDER SECTION

Medication:
Dose:
Frequency:

Health Condition for which medication is prescribed:

Duration:

How is medication to be given?

[0 By mouth [ Inhalation [ Injection [ Topical

At what time does medication need to be given at school?

O Other AM/PM
The medication is to be continued as above until: Any precautions that school personnel need to know?
(Please be as specific as possible about date) Contraindications?

What are possible reactions/side effects? What should be done in the event of reaction/side effect?

Check appropriate boxes below:
[ I authorize this student to self-administer the above medication.

L] I authorize designated school personnel to administer the above medication.

Please name, address, & phone number of health Care Provider Signature of Health Care Provider
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SFUSD-SHPD MEDICATION FORM available @ http:/portal.sfusd.edu/template/default.cfm?page=chief dev.health.MedicalForms

Medication Form5.05. Chinese Translation provided by SFUSD Translation Department




