

	STUDENT: 
	SCHOOL: 
	Parent/Guardian Signature: 
	Date: 
	Home phone [1]: 
	Home phone [2]: 
	Work/Emergency Phone: 
	Other medications your child is taking: 
	following condition: 
	Medication: 
	Prescribed daily dosage: 
	Time and dosage given at school: 
	Beginning date of medication: 
	Ending Date: 
	Possible side effects: 
	Healthcare Provider Signature: 
	Date: 
	Printed Name: 
	Phone: 
	Healthcare Provider Address: 
	PrintButton1: 



