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ADMISITRATION OF MEDICATION CONSENT FORM


I, Najmus Sehr Ansari, hereby state the medication named below must be administered to _____________________ for____days during school hours to ensure his/her continued health in the dosage listed below: 


Physician Signatures: ___________________
Dated: ______________


Name of the medication: _____________________________________________________________________    

Dosage and time of administration: _____________________________________________________________


Date Medication was started: _________________

Instructions on the administration of the medication ( i.e. Take with water, milk, etc.)_____________________

_________________________________________________________________________________________

Reaction(s) that may occur, if know: ___________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________


------------------------------------------------------------------------------------------------------------------------------------
I request ______________________________________to administer the above named medication to my child.


Signature of the Parent or Guardian ____________________________________

Dated: ______________________
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