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REQUEST for SELF-ADMINISTRATION of MEDICATION
(BRIZ T —ARTERF DR O 7= D D7KGHEE)
Student’s name & - EERS GEFEET) Grade Z#4E

[PARENTAL REQUEST (x4 v s 1)

I, the parent/guardian of V& - AFERS GEFHET) , authorize the
Principal and School Nurse to permit the student to self —administer the prescribed medication as indicated. I

understand and agree that the school, school nurse and principal shall incur no liability as a result of any
injury arising from the self-administration of medication by the student and I hold no liability the school,
school nurse and principal against any claims arising out of the self administration of medication by the
student. (F., WEAEOHRES T, ROFEBSLEREEZREIH > TUTEWMAT 52 L 2L L ET, A3, ROFENEEZRMA LR
LIZE o THEUZFRIZOWNT, K« 27— F—R - LRIV Ae 2 BEHERE R A ROV Z LIZRIBE L ET,)

I agree to bring the medication to school nurse. The medication will be brought to school in its original
container appropriately labeled by my pharmacy.

(FAMTHEZ A7 — V=R ZFAT H 2 LICABELE T, FIEROEFEN TNV OO N EFRmOEERF > TEET,)

Signature of Parent/Guardian {£#& 41 Date i2 A H

Address =T Phone#&E:5% 5
[PHYSICIAN’S STATEMENT (< tii>709)

In order to protect the health of Ji#-EfEK4 it is necessary for
him/her to have the following medication during school hours. ( EZRo W@ E A fE 1, LU DR AR D RI#HIC L TT,)

MEDIACATION: #it4

DOSAGE : 1 By &

TIME to be Administered: #%5 kR

Purpose of medication: #EnzhH

List any possible side effect which might be expected: EifiEf oA 145
DIAGNOSIS : 2

I request that the student be allowed to carry and self administer the prescribed medication. I certify that the
student is capable of, and has been instructed in the proper methods of self-administration.
(FAE, BSOS SN2 Z2 FRICW D IRRIEICE D CIRHT2 2 L2/ E L ET, REAEIIBD CRATE 2 Z LA LET,)

Signature of Physician Effio 1 > Date A H

Print Physician’s name [Efi4

Address iz AT Phone# &if% =
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