
 

 

Physician Request for Self-Administration of Medication 

________________________   

Date      

 

___________________________         _________________                ___________________________ 

Student Last Name, First Name             Student DOB                         Student Grade/Homeroom 

 

_____________________________________________________________________________________ 

Student Diagnosis  

 

I am requesting that the above named student take the following medication during school hours. 

 

________________________________   ________________________________ 

Name of Medication     Route 

________________________________   ________________________________ 

Dose       Frequency/Time(s) to be administered 

__________/__________/__________              to              __________/__________/___________ 

Period of time medication is to be available for administration during school hours  

______________________________________________________________________________ 

Anticipated results/Possible adverse effects that school staff should be aware of    

______________________________________________________________________________ 

Other medications student is receiving    

 

I certify that ___________________________ has been instructed in the use and self-administration of  

        (Student Name) 

____________________.  He/She understands the need for the medication, and the necessity to report 

  (Name of Medication) 

to school personnel any unusual side effects.  He/She is capable of using this medication independently. 

 

I recommend re-evaluating the need for this medication on____________________________________. 

                 (Date) 

I may be reached at the following in the event of a reaction to the medication or an emergency. 

 

________________________________  

       _______________________________________ 

________________________________   Signature of Physician/Prescriber          Date 

 

________________________________   _______________________________________  

Name of Practice, Address and Phone    Print Name of Physician/Prescriber       Date 

Number of Physician/Prescriber 
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