
Dover Middle/High School
Date:  __________________

Dear Parent:

The New York State Department of Education requires that the school must have on file a written request signed by a physician for medication to be given to a student during school hours.  Parent/Guardian must bring this medication in the original clearly labeled bottle.  Please have your physician complete the following information:

______________________________ is to receive the following medication(s) at school:

Medication:  __________________________________

Dosage:  _________________

Diagnosis:  ____________________________________________

Duration:  ______________________

Hours to be given:  ___________

Date:  __________________

Special instructions or untoward effects to be aware of:

________________________________________________________________________________________________________________________________

_______________________________
____________________________


Physician’s Signature


Parent’s Signature

