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PHYSICIAN’S MEDICATION PROCEDURE REQUEST FORM 
(This form MUST be typed or printed legibly) 

 
 
 

TO BE COMPLETED BY THE PHYSICIAN 
 
Student’s Name:_______________________________________________BirthDate:___________________ 
 
Student’s Address:________________________________________________________________________ 
   Street Address (Subdivision)  (Apt# / Lot#)      City, State, Zip 
Diagnosis:_______________________________________________________________________________ 
 
Prescribed Medication:_____________________________________________________________________ 
 
Dosage or Procedure Required:______________________________________________________________ 
 
Time Required:________ ___________________________________________________________________ 
 
 
Possible adverse reactions, which should be reported to the parent and physician: 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Special instructions for administration (including students carrying own meds, storage or sterile 
requirements): ____________________________________________________________________________ 
 
Date when administration of medication or procedures is to begin: ___________________________________ 
 
Date when administration of medication or procedures is to end: ____________________________________ 
 
Physician’s Signature: ______________________________________________________________________ 
 
Physician’s Name: ________________________________________________________________________ 
 
Physician’s Address: _______________________________________________________________________ 
 
Physician’s Telephone/Fax Number: __________________________________________________________ 


