
MedicaFrm  2011 

 

The Camden County School Nurse program for non-public schools is administered by the Southern NJ Perinatal Cooperative. 

 

 

MEDICATION ADMINISTRATION FORM 
 

I request that the enclosed medication in the original container be administered to my child as 

prescribed, and shall release school personnel from all liability. This includes ALL over the counter 

medication e.g.Tylenol, Ibuprophen, Benadryl, cough syrup, etc. 

 

 

Name of Child __________________________________________________  Grade ______________ 

Name of Medication __________________________________________________________________                                                                                  

Dosage ____________________________________________________________________________                                                                                                      

Purpose ___________________________________________________________________________                                                                                                        

__________________________________________________________________________________ 

 

______________________________________________________________________________________   ____________________ 

Parent/Guardian Signature        Date 

 

************************************************************************************************************** 

TO BE FILLED IN BY SCHOOL NURSE 

 

Prescription # ________________________________________________   Date________________                                        

Pharmacy _______________________________________  Phone ____________________________ 

Name of Medication_________________________________________________________________                       

Name of Physician _________________________________________  Phone __________________                                               

# Of Tablets Received _____________ 

  
************************************************************************************************************* 

PHYSICIAN'S ORDERS 

 

Name of Patient____________________________________________________________________                                                                                                  

Name of Medication________________________________________________________________                                                                                            

Date of Prescription_________________________________________________________________                                                                                            

Dosage___________________________________________________________________________                                                                                                            

Purpose__________________________________________________________________________                                                                                                            

COMMENTS_____________________________________________________________________   

 

_________________________________________________________________________________ 

 Doctor's Name (please print)                         Doctor's Signature                                     Date 


