Somerset Berkley Regional High School
SBRHS Health Services – Prescription/Non-Prescription Medications
Date:  __________________________
Student’s Name:  ________________________________________    Grade:  _________
I hereby request that the School Nurse see that my child:
________________________________________, receives the medication
(Student’s Name – Please Print)
 prescribed by ___________________________for the period from _______  to _______.
                             (Physician’s Name – Please Print)
Medication will be supplied by the parent/guardian and labeled with the child’s name, name of medication, dosage, and time that medication is to be given.  The medication will be delivered to the school by the parent/guardian or by the [high school] student immediately upon entering the school building.
__________________________________     	________________________________
PARENT/GUARDIAN’S NAME (Please Print)		PARENT/GUARDIAN’S SIGNATURE

The above named child is under my care.  Please give medication as prescribed by me.
NAME OF MEDICATION:  ___________________________________________________
DOSAGE:  ______________________________________________________________
DURATION OF TREATMENT:  _______________________________________________
DIAGNOSIS:  ____________________________________________________________
Inhalers or EpiPens: (Please check one.)
	________ Student to Self-Carry		________ Keep in Health Office


PHYSICIAN’S NAME:  (Please Print) ___________________________________________
PHYSICIAN’S SIGNATURE:  _________________________________________________
STREET ADDRESS: _______________________________________________________
CITY: _____________________________  STATE:  ________  ZIP CODE: ____________
PHYSICIAN’S TELEPHONE:  _________________________________________________
