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THIS PORTION TO BE COMPLETED BY A PHYSICIAN LICENSED IN THE STATE OF CALIFORNIA

1. **Name of Medication Method of Administration Dosage Appx. Time of Day

A

B.
2. Discontinue "Medication A" on and "Medication B" on

(Date) (Date)

3. Type of assistance for administering medication (observe, measure, etc.):
4, Precautions for administration or storage of medication:
5. Do you wish to have school personnel contact you at intervals to discuss this medication?

Oves [ No Please indicate: Person(s) , Intervals

Teacher, Nurse Weekly, Quarterly, etc.

**If medication is an inhaler, epi-pen, or insulin, and may be carried on person, check here .
**If glucose testing equipment will be carried on person, check here .

M.D.

Printed Name of Physician

Medical License Number Telephone Number

Signature of Physician Date




