
  

 TOWNSHIP OF UNION BOARD OF EDUCATION 

UNION, NJ 07083 
 

 

Pupil’s Name_________________________________ School____________________________ 
 

Address _____________________________________ Teacher___________________________ 
 

Telephone No.________________________________ Grade____________________________ 
 

Description of medication provided by physician______________________________________ 
 

Diagnosis:_____________________________________________________________________ 
 

School nurse is instructed to administer ____________________________________________in 
 

the following manner____________________________________________________________ 
 

Medication to be administered from _______________________ to _______________________ 
 

Consideration for Field Trips: 
 

□ The above named student may skip the dose of prescribed medication on a field day trip. 
 

□ The above named student may take the prescribed medication upon returning to school 

from a field trip. 

 

Date___________________________ __________________________________________ 

             (Physician’s Signature & Stamp Required) 
 

The school nurse is requested to administer to ________________________________________ 

                        (Child’s Name) 

the medication prescribed by the above-named physician. 

 

     Signature of Parent/Guardian_________________________________________ 
 

The completion of this form is the responsibility of the parent.  Upon its completion, it is to be 

given to the school nurse who will give the medication prescribed.  This form will be filed in the 

office of the school nurse. 
 

MEDICATION MUST BE BROUGHT TO SCHOOL BY PARENT IN THE 

PRESCRIPTION CONTAINER AND HANDED TO THE NURSE. 
 

For School Nurses Use Only: 
Date Received # of Received Received From/Print Name Signature Given to/Print Name Signature 
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MEDICATION RECORD:  ADMINISTRATION – PHYSICIAN’S ORDER 
 

 

School Year: _____________________          School: _______________________________________________________________ 

 

 

Student: ________________________________________ DOB: ____/____/____ Teacher: _______________________________Room:______ 

 

 
MONTHS 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

 

September 

                               

 

October 

                               

 

November 

                               

 

December 

                               

 

January 

                               

 

February 

                               

 

March 

                               

 

April 

                               

 

May 

                               

 

June 

                               

 
INIT.     NAME        INIT.        NAME      
  

_____     ______________________________________   _____      _____________________________________        

 

_____    ______________________________________   _____     _____________________________________ 

 

_____    ______________________________________   _____      _____________________________________        
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