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Please fill out and complete both sections. 

�^�š�µ�����v�š�[�• Name: School year: 

To Be Completed by Prescribing Health Professional 

It is my professional opinion that   

Is capable of carrying and self-administering the following medication: 

Medication Name:    

Dosage: 

Frequency:   

I recommend self-administration of this medication for the treatment of: 

Special Instructions or comments: 

Health Care Provider Signature Date 

Print Name Phone 

To Be Completed by Parent / Guardian 




