
St. Bernadette School
Medication Order Form

266 Main Street Northborough, Ma 01532
Telephone: 508.351.2945 Fax: 508.351.2941

To Be Completed By a Licensed Prescriber

Name of Student: _____________________________________ DOB: _______________
Address: ___________________________________________________________________
Diagnosis: _________________________________________________________________

Name of Licensed Prescriber, Title

Practice Name

Practice Phone #

Whenever possible, medication should be scheduled during home hours

Medication

Dose

Route

Time/Frequency

Specific directions or information regarding administration, side
effects, contraindications, or possible adverse reactions:
_____________________________________________________________________________

_____________________________________________________________________________

Start Date: _____/_____/______ D/C Date: _____/_____/______

Licensed Prescriber Signature: ___________________________________________

Parent/Guardian Signature: ______________________________________________

—------------------------------------------------------------------------------------------------------------------------------------------------
To Be Completed By School Staff Grade: _______


