CORTLAND ENLARGED CITY SCHOOL DISTRICT

CORTLAND, NEW YORK

PHYSICIAN’S ORDER FOR CHILDREN REQUIRING MEDICATION

IN SCHOOL

Please complete this form so the prescribed medication can be administered in school in compliance with the rules and regulations of the New York State Education Department.

Child___________________________________________
Grade__________________

Diagnosis_____________________________________________________________​​​__
Medication______________________________________________________________
Dosage and  Frequency/Time_______________________________________________

Duration of Order____________Days_____________Weeks______________Months

Date Order Effective______________________________________________________

Expected Effect__________________________________________________________

Possible Side Effects______________________________________________________

Self Directed with Medication:  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Comments:

______________________________
Physician’s Signature








______________________________

Date______________________


Address

PARENT REQUEST FOR SCHOOL TO GIVE MEDICATION

I hereby request that my child__________________________________________
                                        Full Name

be given the medication above as prescribed by the physician.

______________________________







Parent or Guardian’s Signature

Date_____________________

**Medication must be submitted in a labeled prescription bottle and accompanied with this form OR a written doctor’s order and parental permission.

