Form for Self—Administeréd Medicine
Lanesville Community School
(Fax # 812-952-3762)

Name of student Date of Birth Grade

Allergies : Teacher

IO BE COIVH’LETED BY THE PEYSICIAN:

Medicatmn to be givem:

Dosage to be giv‘én-:

Time of Day to be given:

Condition being given for:

Start Date: __ ‘Step Date: []Ead of School Year [] Dtiier_

Spegial Instructions:
[ ] This thedication is to be self-administered by the student. He/she has been -
instructed in how 1o self-administer the medication:

[ ] Please ohserve for the folfoWiigadverse reactions;

(1Oher .

<E

Physician’s Signature: ~ Date:

Physician’s Printed Name: _
Physieian’s Pliorie Nurnber:
Physieian’s Address/ City/State /le :

TO.BE COMPLETED BY THE PARENT: '

1 request, authorjze, and give petmiission forthe above naméd student to receive this
miedication dixing the schioo] day as ndicated: I atithotize sehosl personne] 1 exchange
mformation’ r&ca:dmb g this medication with ﬁze health careprovider listed above and/or
the dispénsing pharmacy.

Parent/Tegal Guardiaw Signature: = “Date:

Afom must be comp]efgd for each medication. i



