SEYMOUR COMMUNITY SCHOOLS
HEALTH SERVICES

Physician Request Far Seif-Administration of Medication

Wame of Student Bidhdae

City CZip Telephione Number
TO:

Pringipal: ..

School:

The above named pupil hag:

(Natme of Disease or SVﬂdom)

Type of Med;ca,nan (Tabiat, qumd or

Nane of Medication
Capsiile)

Possible Side Affects
Tcertify that ______hagbeen iusiructed in the use and self-adminisration
" (Name of Sfudent)

| Wi af Medivation) —

He/she unde—rstands the nesd for the medication, and the negessity to report to school personnel any
unusual side effeets. He/she is-capable of using this medication independently.

I thay be reached at the: following plione # in: thie-event of a reaction 'to the medicatiofi or af gmefgency:

'Phohe Numbér of thsw:an T o Srgnature of Phystcxan ' Date

Addressof Physician S Print Name of Physician _ Date

Parent Signammre  Date




