The Pennsylvania School for the Deaf

Philadelphia, PA 19144
Main Bldg Fax   (215) 951-4725   Attn: Pam Boon, ECC Fax (215)-951-4704   Attn: Cathy Graf


PARENTAL 
MEDICATION CONSENT FORM 

SCHOOL YEAR 20____

I, _______________________________________, request that school personnel administer this prescribed          
    Parent/Guardian Name

medication to ____________________________________according to the attached directions from his/her 

           Student’s Name

attending physician, ________________________________ and ___________________________.


        Physician’s Name



Telephone Number
	Name of Medicine
	Dosage
	Time to be given
	Reason/Medical Condition

	
	
	
	

	
	
	
	

	
	
	
	


_______________

____________________

               ___________________________

Date                      

Telephone #



Parent/Guardian Signature

The Pennsylvania School for the Deaf

Philadelphia, PA 19144

PHYSICIAN’S   

MEDICATION ORDER FORM

SCHOOL YEAR 20______
Patient Name ____________________________________:

is being treated for _____________________________________________.  It is necessary that he/she receive this medication during school hours according to the following directions:

	Name of Medicine
	Dosage
	Length of time to be given
	Time to be given
	Possible Side Effects

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


__________________

_____________________

____________________________ 

Date



Telephone #


Physician’s Signature









____________________________








Print Physician’s Name
