
Boca Raton Christian School
PHYSICIAN’S AUTHORIZATION OF MEDICATION/TREATMENT FORM

FOR OVER THE COUNTER AND PRESCRIPTION MEDICATIONS

Student Name ________________________________________________ Grade ____________

Medication _______________________________ Dosage ______________________________

Purpose and type of treatment ______________________________________________________

Time and directions for dispensing medication ________________________________________

______________________________________________________________________________

Please list any possible side effects/special instructions __________________________________

______________________________________________________________________________

Physician’s Name _____________________________ Telephone ________________________

Physician’s Signature __________________________________ Date _____________________

Parent’s/Guardian’s Signature ____________________________ Date _____________________

The school has my authorization to administer the above medication to the student named above.

(Over)


