CHAPPAQUA CENTRAL SCHOOL DISTRICT

MEDICATION PHYSICIAN AUTHORIZATION FORM

****New York State Law requires this form to be FILLED OUT BY A PHYSICIAN and signed by a parent in order for our nurses
to dispense medication to your child when needed. Prescription meds must be in original labeled container brought in by a parent.

Student name: D.O.B. Weight:
DRUG NAME ROUTE DOSAGE SCHEDULE | PROVIDER | COMMENTS
ORDER
Prescription medication:
Prescription medication:
Prescription medication:
Bacitracin/Neosporin Apply to Per label As Pgl}label Yes No
Ointment affected area | jnstruction S Per 1
TID instructions
, Apply to Per label PR
Calamine affected area instruction As per label Yes No
TID Instructions
Per label PRN
Antacid (Tums) PO liquid or . . As per label Yes No
instruction - .
chewable instructions
. . PRN Q 6-8
Diphenhydramine Per label .
(Benadryl) PO liquid or instruction hfours forpainor | Yes  No
ever >
tablet
PRN Q 6-8
Per label .
Ibuprofen PO liquid or instructions hours for painor | Yes  No
inPs(ErruI;ki)gLs PRN Q 4 hours
Tylenol/Acetaminophen - for pain or Yes  No
PO liquid or by fever >
tablet age/weight
Healthcare Provider Name: STAMP
(Print) (Signature)
Parent’s Signature: Date:
Douglas Grafflin: Roaring Brook: Westorchard:
Danielle Bonsignore Suzanne Rota Astrid Jarzembowski
(fax: 914-817-0147) (fax: 914-817-0157) (fax: 914-817-0206)
Robert E. Bell: Seven Bridges: Horace Greeley:
Rebecca Sotherden Fiona Fortuna Edith McCaffrey
(fax: 914-817-0215) (fax: 914-817-0177) Ellen Caruso

(fax: 914-817-0123)


mailto:DaBonsignore@chappaquaschools.org
mailto:surota@chappaquaschools.org
mailto:asjarzembowski@chappaquaschools.org
mailto:chahern@chappaquaschools.org
mailto:FiFortuna@chappaquaschools.org
mailto:kabrehm@chappaquaschools.org
mailto:ElCaruso@chappaquaschools.org

