
Administration of Medication/Medical Procedures  

(Please complete a separate form for each type of medication or procedure) 

Student’s Name: 

Date of Birth:  Home/Emergency Phone Number: 

Address: ​

Drug/Food Allergies:​

Medication Name/Medical Procedure:  Diagnosis: 

Starting Date: ​ ​  Termination Date: 

Physician’s requirements of dosage or approved reasons for administration: 

Time medication/medical procedure is to be provided daily: ​

Student is capable and recommended to possess and self-administer this medication/medical procedure:  

No ____ Yes (unsupervised) ____ 

Precautions, possible side effects, interventions: ​​

Physician Name: ​

Physician’s Address: ​

Telephone Number: ​

Physician’s Signature: 

Note: Physician’s signature only required for prescription medications. 

​
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