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Saint Anthony of Padua Grade School


1715 W. Ninth St.


Wilmington, DE  19805


Phone:  302-421-3743


Fax:  302-421-3796


www.school.stanthonynet.org
School Prescription Medication Authorization
Students Name____________________________________ Grade ____ DOB ___________

List all medication allergies and reactions:  ___________________________________________________________________________

TO BE COMPLETED BY HEALTHCARE PROVIDER:

Name of medication(s)_______________________________________________________

Reason for taking ____________________________________________________________

Dosage___________________Route_____________________Times/frequency__________Date to begin _____________________________Date to Stop _______________________

Please list possible side effects _________________________________________________

Treatment in event of adverse reaction __________________________________________

Physician Signature _____________________________________      Date ______________         

Phone _________________________________           Fax____________________________

___________________________________________________________________________

TO BE COMPLETED BY PARENT/GUARDIAN:

I, ________________________________, request for the above medication or health care treatment be administered to my child at school. I will notify the school immediately if there is a change in my child’s health status, or if there is a change or cancellation in this medication or treatment. Medications must be delivered from home to the school nurse personally. All medications must be in the original bottle with physician’s instructions properly labeled. There can be no exceptions; therefore, medications sent in any other form must be picked up by an adult or will be disposed of by the school nurse. Teachers and/or other faculty may assist with medications only if they have been instructed and educated on the medication by the school nurse, and in the event that student is on an off campus field trip. With this permission, I release St. Anthony of Padua Grade School and its designee from any responsibility regarding administration of designated medication.

Parent Signature: ___________________________________________________________________

Date___________________________                      Phone#   _________________________________

