St. Joseph School g ' T
1961 Plum Street ol APPENDIX 6009A
Pinole, CA 94564 = ' ' .
510-724-0242
FAX-510-724-9886

REQUEST FOR MEDICATION TO BE TAKEN DURING SCHOOL HOURS
THIS FORLI MUST BE RENEW’ED EACH SCHOOL YEAR

S prersadepy - R “"‘“" )

(" TOBE COMPLETED BY PARENT: (for all medications)

Name cif.Stud_ent Grade
Name of Medication- o - Dose - Time(s) t1o be givén Number of Days _

I request that my child, named above, be assisted in taking the presc:rlbed or over-the-counter medication at school
by authorized persons. and will comply with the school’s pohcues and procedures I have prov:ded the medi ication in

1ts ongmal container and 1abeled as above.

| Date -~ - Daytime Telephone Number | Parent/Gpardian Signatu;e -

7
. PTO BE C.OMPLETED_'BYA LICENSED PHYSIC@ (f(.)-r aﬂ Rrescr'ipti(i‘ns:-zin.cl.aspirin) i
 [ame of Megication - Purposeof Medication . J
D;’}sage;‘Pre‘Sf.:,;'.ibed A .' ; Time Scheduled 2 .I '  : 'l?osc Fq@gtablgt,.;i.ql_iid,etc) | F

|| Date of Prescription ‘Length of Time This Medication Will Be Necessary -

[ PRECAUTIONS, SPECIAL INSTRUCTIONS, POSSIBLE ADVERSE EFFECTS, COMMENTS:

Ll'hff; student n_ame,d above, for whom this medication is prescribed, 1S unde'rmyl'care._

| - . ||Print Name éf Physician =~ = I. R .Signat-ure_.of Physician-
L E l_Telephone Number T P A .Date

Dio;:ese of Oakland, School Department - February 2901:



