MED-1 rev 20i0 ,—

THE SCHOOL DISTRICT OF GREENVILLE COUNTY

AUTHORIZATION FOR PRESCRIPTION MEDICATION AT SCHOOL
(MUST BE SIGNEL 5Y I ARENT AND PHYSICIAN)

PLEASE PRINT SCHOOL YEAR:
| STUDENT'S NAME: —eee——___ BIRTHDATE.
| LEGAL GUARDIAN: B DAYTIME PHONE:
| NAME OF MEDICATION: o

| REASON FOR GIVEN MEDICATION AT SCHOOL. (PLEASE BE SPECIFIC).

| AMOUNT OF MEDICATION To BEGIVEN: __

| TIME OF DAY MEDICATION IS TO BE GIVEN AT SCHOOL- o -

| —
| EXPIRATION DATE OF MEDICATION: .

!

DATE TO START MEDICATION: S g

| DATE TO STop MEDICATION: ___

POSSIBLE SIDE EFFECTS: —_—

== ————

PHYSICIAN SIGNATURE: e o i DATE:
S —_

OFFICE PHONE #: —_—

PARENTS PLEASE READ CAREFULLY:
= ——aen JEAD CAREFULLY:;

. I'understand that 4 medication will be provided by e in the original container, clearly labeled with my
chlld.s .nam.e. L will notify the school if the medication is discontinued or the dosaoe has been changed.

responsibility for my chiid. The first dose will be Siven at home so that [ €an monitor adverse reactions. I give
the scht?ol nurse My permission to contact the above named Physician’s office lo request medical information
concerning my child. I am responsible for replacing medicz: iop before the €xpiration date.

T —— _  _ _ DATE:
: —_—




