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Medicines 
 

 
 

PHYSICIAN’S STATEMENT 
 
 
Date ______________________________ 
 
Name of Pupil _________________________________________________________________ 
 
Name of Medication ____________________________________________________________ 
 
Dosage _____________________________ 
 
Time medication is to be given during the school day __________________________________ 
 
Expected duration of administration of medication _____________________________________ 
 
Possible side effects _____________________________________________________________ 
 
                                 _____________________________________________________________ 
 
                                 _____________________________________________________________ 
  
Physician’s Signature ____________________________________________________________ 
 
Print Physician’s Name __________________________________________________________ 
 
Physician’s Address ____________________________________________________________ 
 
Physician’s (City, State, Zip) _____________________________________________________ 
 
Physician’s Phone Number _______________________________________________________ 
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