7840 Graphics Way

SAVA OLENTANGY SCHOOLS’

T: 740 657 4030 F: 740 657 4034

1A Flourish Here. www.olentangy.k12.0h.us

PHYSICIAN'S MEDICATION PROCEDURE REQUEST FORM

To be completed by the physician (one medication per form)

CHILD’S NAME: BIRTH DATE:

CHILD’S ADDRESS:

DIAGNOSIS:

MEDICATION:

DOSAGE OR PROCEDURE REQUIRED:

TIME REQUIRED:

CAN A MORNING DOSE BE GIVEN IF FORGOTTEN AT HOME?

WHAT IS THE MORNING DOSE?

SHOULD AFTERNOON DOSE BE ADJUSTED? NEW TIME:

POSSIBLE ADVERSE REACTIONS, WHICH SHOULD BE REPORTED TO THE PARENT AND PHYSICIAN:

SPECIAL INSTRUCTIONS FOR ADMINISTRATION (INCLUDING STUDENTS CARRYING OWN MEDS):

DATE WHEN ADMINISTRATION OF MEDICATION OR PROCEDURE IS TO BEGIN:

DATE WHEN ADMINISTRATION OF MEDICATION OR PROCEDURE IS TO END:

PHYSICIAN SIGNATURE:

PHYSICIAN NAME:

PHYSICIAN ADDRESS:

PHYSICIANS PHONE NUMBER: PHYSICIANS FAX NUMBER:

REVISION: JK 7/28/24
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