School District/eCare School Nurse
PRESCRIPTION MEDICATION ADMINISTRATION FORM
(PHYSICIAN’S SIGNATURE REQUIRED)

Name of Student D.O.B.
Address Telephone
Parent/Guardian Name School

Telephone Order:

Physician’s Signature Telephone Date
Print Physician Name Clinic Name
eCare School Nurse Telephone Date

(Changes may be called to the school nurse by the prescribing provider with written confirmation following within 24
hours. Faxes are acceptable.)



