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MEDICATION ORDER 

(To be completed by a Licensed Prescriber: Physician, Nurse PracAAoner, 
Or others authorized by Chapter 94C) 

Name of Student_______________________________________ Date of Birth______________ 

Address______________________________________________ Grade____________________ 

Name of Licensed Prescriber______________________________ Title____________________ 

Business Telephone #_______________________ Emergency Telephone #_________________ 

MedicaAon____________________________________________________________________ 

Route of AdministraAon_________________________________ Dosage__________________ 

Frequency_________________________ Time(s) of AdministraAon______________________ 
(Please note: Whenever possible, medicaFon should be scheduled at Fmes other than school 
hours.) 

Specific direcFons or informaFon for administraFon:___________________________________ 

Date of Order:_________________________ DisconFnuaFon Date:______________________ 

Diagnosis______________________________________________________________________ 

Any other medical condiFon(s)_____________________________________________________ 

Special side effects, contraindicaFons, or possible adverse reacFons to be observed: 

 _____________________________________________________________________________ 

Other medicaFon being taken by student:____________________________________________ 

The date of the next scheduled visit or when advised to return to prescriber:________________ 

__________________________________ 
Signature of Licensed Prescriber 


