AUTISM MODEL SCHOOL

AUTHORIZATION FOR MEDICATION

Name of Student __________________________________ D.O.B. ________________

Date: ________________

************************************************************************

MEDICATION TREATMENT PLAN TO BE COMPLETED BY PHYSICIAN

Diagnosis: ______________________________________________________________

________________________________________________________________________

Medication, dosage, specific time and direction for administration: __________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Note: Medication must be supplied in the original prescription container. Ask pharmacist to provide the medication in two separate labeled containers, providing one for school.

Side effects/Special instructions: _____________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

___________________________



________________________

Print or Stamp Name of Physician                                        Physician’s Signature

___________________________



________________________
Physician’s Phone Number                                                   Physician’s Fax Number

                                                                                                             
Fall 2011
