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MEDICATIONS NEEDED AT SCHOOL OR DAY CARE

Name of Patient:  _____________________________________________________________

Diagnosis  ___________________________________________________________________

Medication name:  ____________________________      Dosage:  ______________________

When to give medication at school or day care:  ______________________________________

Possible side effects:  ___________________________________________________________

Please call 526-7653 if you have any questions.  Thank you.

Physician’s Signature:  _______________________________________  Date:  ___________
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