[image: Logo, company name

Description automatically generated]GERMANTOWN MUNICIPAL SCHOOL DISTRICT
TO BE COMPLETED BY PHYSICIAN OR AUTHORIZED PRESCRIBER

Name of medication: _______________________________ Allergies: ___________________________
Reason for medication: _________________________________________________________________
Form of medication/treatment: 
 Tablet/Capsule  Liquid  Inhaler  Injection  Nebulizer  Other __________________________
Instructions (Time to be given at school): _____________________________________________________________________________________
Dose (mg, ml, ml/tsp, # puffs) ___________________________ Route___________________________
If PRN, for what symptom(s) _________________________ If PRN, frequency _____________________
If a delayed opening occurs, medication can be given up until the following time: _____________________________________________________________________________________
This medication can be self-administered by the student with GMSD staff oversight on overnight field trips: No Yes

Side effects: (Please describe) _____________________________________________________________________________________
Please check one of the following:
Discontinue:  End of school year  Other (specify): _________________________________________

The order must match the prescription label.
uPlease note: Any deviation from the scheduled time requires a new order.u This includes delayed openings, early dismissals, or field trips.
Authorized Prescriber’s Signature: ______________________________ Date: _____________
Authorized Prescriber’s Name/Title: (Type/Print): _____________________________________
Phone: __________________________________. Fax: _______________________________
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