
 
 

 

St. John Regional Catholic School – Physician Medication Order Form  

Physician’s Authorization for Prescription and Non-prescription Medication  

 
Parent/Guardian Request: I hereby request and authorize St. John Regional Catholic School Personnel to 

administer medication as directed by the physician (Item II below). I have read the procedures on page 2 and 

assume the responsibilities as required.  

 

1. FOR COMPLETION BY PARENT/GUARDIAN  

 

Name of Student _____________________________________ School Year ________Grade ____  

 

Allergies_______________________________________________________________________  

 

II. FOR COMPLETION BY PHYSICIAN  

 

1. Name of medication: ______________________________________dose:___________  

 

2. Is this a new medication? ____ Yes ___ No  

 

3. Duration of medication order: _____ Start Date ______ Stop Date  

 

4. Reason for Medication: 

    __________________________________________________________________  

 

5. Route of administration: ______________________________________________  

 

If administered by inhaler or mechanical device, complete the box on back.  

 

6. Time of administration: _______________  If PRN, frequency__________________  

 

7. Possible Side Effects: _________________________________________________  

 

III. TO BE COMPLETED BY THE PRINCIPAL/DESIGNEE  

 

_____________________________________   __________________________________________  

Received from (name of parent/guardian)                 Reviewed and approved by Name/Title  
 

____ Medication Authorization ____ Item I Completed - Prescription label provided ____ Item II Dr. Statement Provided  

 

________________________________________________________________  

Signature of Principal/Designee/School Nurse Reviewed and approved by Name/Title  

 

IV. SIGNATURE SECTION  

 

__________________________________________        _____________________________________________  

Physician’s Signature                                       Date                Parent/Guardian Signature                              Date  

 

___________________________________________      _____________________________________________  

Print name and phone number         Print parent name 

 

___________________________________________________________________________________________  

Physician’s Address 

 

 

           See other side… 



 
 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

PROCEDURES  

 

1. No medication will be administered in school without the parent’s (guardian’s) authorization and 

physician’s signature.  

 

2. The medication, properly labeled by a pharmacist, must be hand-delivered to the school by the parent. In 

no circumstances will either the Health Department or school personnel administer medication brought 

to school by the pupil.  

 

3. The first medication of any new prescription must be started outside the school.  

 

4. The school must have on file in the pupil’s heath folder a statement from the physician including:  

 

a. Name of the pupil  

 

b. Name of the medicine  

 

c. Dosage and hours to be given during the school day  

 

d. Expected duration of administration  

 

e. List of possible side effects, if any.  

 

f. The Parent is responsible for obtaining the Physician’s statement  

 

5. The parent/guardian is responsible for submitting to the school notification of any changes in dosage or 

time of giving medication in writing from the physician.  

 

6. All medication kept in the school will be kept under lock and accessible only to authorized administering 

personnel.  

 

7. The school will not assume responsibility for giving medication not prescribed by a physician.  

 

8.  All medication must be picked up by an adult at the end of the school year or it will be destroyed. 

 

 

 

 

         Updated January 2008 

Medication by Inhaler or Mechanical Device  

 

Type of device ________________________________________________________________________  

 

Specific directions for use ________________________________________________________________  

 

___________________________________________________________________________________  

 

Is the student capable of self-administering the medication by device? _____ Yes ____ No  

 

Should the student carry medication and device with him/her? _____ Yes ____ No 

 


