AUTHORIZATION FOR ALL MEDICATIONS TO BE TAKEN DURING SCHOOL HOURS
This form must be signed by parent and physician and thus, may not be emailed.  Save form to your computer before completing.  Note location of where you are saving.  For multiple students, please add the child’s name at the end of the file name when saving information for each child  (Example:  Medical Authorization-John).  Complete form, resave, and then print,.  Return completed form to:  St. Mary’s Episcopal Day School, 2101 S. Hubert Ave., Tampa, FL  33629 
The following section is to be completed by the PARENT:
Child's Name:  Last:           First:          Sex:          Date of Birth:       
Physician's Name:           Address:        Phone Number:       
I request that my child be assisted in taking the medicine(s) described below at school by authorized
persons or permitted to medicate himself/herself as also authorized by me and my physician (see below).  
__________________________________________________________

      _______________________________

Parent/Guardian Signature






Date
Home Phone:       
Emergency Phone:       
	The following is to be completed by the PHYSICIAN:
Diagnosis for which medication is given: ____________________________________________________________________

________________________________________________________________________________________________________________

Name of Medicine:  ___________________________________________________________________________________

Form __________________________________________________________________________________________________

Dose __________________________________________________________________________________________________

If medicine to be given DAILY, at what time? _______________________________________________________________

If medicine to be given WHEN NEEDED, describe indications: ____________________________________________

________________________________________________________________________________________________________________

How soon can it be repeated? ________________________________________________________________________________

Is child authorized to medicate herself/himself?______________________________________________________________

List significant side effects: ___________________________________________________________________________________

Length of time this medicine is recommended: _______________________________________________________________

Other Information:  ___________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Physician’s Signature: ____________________________________________________________  Date:  ______________________


