
PRESCRIBER AUTHORIZATION (To be completed by licensed healthcare provider)

Medication Name: ______________________________ Dosage: ______________Route: ______________ 

Frequency/Time(s) to be given: ___________________ Start Date: ___/____/____ Stop Date: ___/___/___ 

Reason for taking medication: __________________________________________ 

Potential side effects/contraindications/adverse reactions: __________________________________________ 

Treatment order in the event of an adverse reaction: __________________________________________ 

SPECIAL INSTRUCTIONS: 

Is the medication a controlled substance? Yes         No   

Is self- medication permitted and recommended? Yes      No    

     If “yes” I hereby affirm this student has been instructed 

     On proper self-administration of the prescribe medication. 

Do you recommend this medication be kept “on person” by student?
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Prescription Medication must be registered with School Nurse or trained Medication Assistants.  Prescription medication must 

be properly labeled with student’s name, prescriber’s name, name of medication, dosage, time intervals, route of administration and 

the date of drug’s expiration when appropriate. 

Over the Counter Medication 




