
Appendix  Z Oral Medication (Rev. 09/07)

                 

Student Name: ___________________________________________________ Birth Date: __________________________

School: __________________________________________________________________ Grade:  ____________________

                                                                                                                                                      

THIS PORTION TO BE COMPLETED BY THE PHYSICIAN/DENTIST
                
     Name of Medication          Dosage            Methods of Administration            Time of day to be taken

  _________________________________    __________    __________________________    ____________

If given prn specify the length of time between doses  _____________________________________________

Inhalers:  ________________________________________________________________________________

 

Possible side effects of medication  ___________________________________________________________

Emergency procedure in case of serious side effects   _____________________________________________

exists a valid health reason, which makes administration of the medication advisable during school hours.

  _____________________      _________________________________________________________

  

Phone: ______________________________     Name: ___________________________________________________

        

medication -

                                                                                                                                                         
                            THIS PORTION TO BE COMPLETED BY THE PARENT/GUARDIAN

-

effort will be made by school staff to administer the medication in a timely manner.

Permission to carry inhaler     

  _____________________      _________________________________________________________

  

   

Phone:  ______________________  __________________________ e-mail:__________________________________

ARCHDIOCESE OF SEATTLE
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