GADSDEN COUNTY SCHOOL’S STUDENT HEALTH CENTER
AUTHORIZATION FOR CARRYING MEDICATION
Date: ________________
To Whom It May Concern:

_____________________________________ is a student at _________________________________.

       (Name of Student)

 


                              (Name of School)
· It is medically necessary for the above named student to carry/administer the following medication(s)*:

Medication: ________________________________________________________________________
Reason for Carrying: _________________________________________________________________

______________________________________________________________

Medication: ________________________________________________________________________
Reason for Carrying: _________________________________________________________________

______________________________________________________________
· It is medically necessary for the above named student to perform the following procedure(s)/activity(ies)*:

Type of Procedure/Activity: ___________________________________________________________
Reason for Procedure/Activity: _________________________________________________________
______________________________________________________________

Type of Procedure/Activity: ___________________________________________________________
Reason for Procedure/Activity: _________________________________________________________

______________________________________________________________
This authorization is valid for the current school year only (if for specific dates, please specify above).  Additional information may be obtained from:
____________________________________________
(Physician Name)

at ___________________________ (Phone) or ___________________________ (Fax)

Respectfully signed,

________________________________ 
or z
_____________________________
M.D.  Signature or Office Stamp



Parent Signature 
*The student has demonstrated that he/she is responsible in the use and storage of the above medication/procedure(s).  

