
 

GALENA PARK I.S.D. 
 

 

PHYSICIAN’S REQUEST FOR ADMINISTRATION OF MEDICATION AT 

SCHOOL BUILDING DURING SCHOOL HOURS 

 

 

Date:     

 

Student’s Name:         DOB:     

 

Diagnosis:     

      

 

Dosage:             

 

Frequency:             

 

Time administered:            

 

Common side effects:           

 

                            

 

Comment:             

 

    

 

      

Physician’s Name (please print) 

 

__________________________   

Physician’s Signature 

 

      

Physician’s Telephone Number  

 

 

 

 


