MILTON PUBLIC SCHOOLS 

HEALTH SERVICES 
MEDICATION PRESCRIPTION FORM

(To be completed by a licensed prescriber)

Name of student: __________________________________     Date of birth: _________

Address: _________________________________________    Grade: ________

Name of Licensed Prescriber: _______________________________  Title:__________

Business telephone: ______________________________________

Emergency telephone: ____________________________________

Medication: ________________________________
Dosage: ________________

Route of Administration: _________
   Frequency: ​​​​________
Time(s): __________

(Please note:  whenever possible medication should be scheduled at times other than school hours)
Specific directions or information for administration: ________________________________________________________________________

Diagnosis:_______________________________________________________________

Any other medical considerations: ____________________________________________


Side effects, contraindications or adverse reactions to be observed:  ___________


__________________________________________________________________

Other medication being taken by this student:_____________________________

Date of next scheduled visit: __________________________________________

Consent to self-administer:  Yes: _________
No:  ________________

Signature of Licensed Prescriber: _________________________________________

Date:  ______________________
