GATES CHILI CENTRAL SCHOOL DISTRICT
[bookmark: _GoBack]GC MIDDLE SCHOOL FAX: 585-784-8417

PHYSICIAN ORDER FOR SCHOOL MEDICATION ADMINISTRATION
(Physician may also fax/submit their own order form)
Name: ______________________ Date of Birth: ____________
Diagnosis: ___________________________________________
Medication Name: ____________________________________
Dosage & Frequency: __________________________________
Duration of Order: ____________________________________
*For students in grades 6 – 12 ONLY:
*Student is self-directed:  Yes__________          No__________
**Pertaining to Albuterol or Epinephrine ONLY:
  **Student may self-carry inhaler or epi-pen: Yes____   No____

__________________________________         ______________
                          Signature of Prescriber                                                          Date                

-----------------------------------------------------------------------------------------------------------------------------------------------------
PARENT/GUARDIAN PERMISSION
I hereby request that my child _______________________________________________ be given the medication, during school, as prescribed above.
__________________________________         ______________
                     Signature or Parent/Guardian                                                                       Date
