BERKSHIRE HILLS REGIONAL SCHOOL DISTRICT

        Physician’s Medication Order and Parental Consent
 To Be Completed and signed by a Licensed Prescriber, Physician, Nurse Practitioner or                                   

  others authorized by Chapter 94C; then parent/guardian signature required.
Name of Student_____________________________ Date of Birth _________

Address______________________________________      Grade ___________
Name of Licensed Prescriber_____________________    Title ______________
Prescriber’s Business Phone Number____________________________________
Medication__________________________________________________
Route of Administration____________    Dosage _____________________
Frequency_______________     Times of Administration ___________

(Please note: Whenever possible medications should be scheduled at times other than school hours.)

Specific directions or information for administration: (any special side effects, possible adverse reactions, contraindications) _________________________________________________________________
_________________________________________________________________

Date of Order: ________________        Discontinuation Date:  _______________
Diagnosis*: ________________________________________________________
                                         *(If not in violation of confidentiality)

Any other medical conditions______________________________________
Any other medication being taken by the student: ______________________
____________________________________________________________
1.) Signature of Licensed Prescriber_________________________________
Please print name:__________________________             Date: _________
2.) Signature of Parent/Guardian:__________________________________
Please print name: ___________________________          Date: __________
