
NEWMARKET SCHOOL DISTRICT 
Physicians Orders for Medication in School 

Our policy requires all prescription medication, for use in school, must have a parental 
permission form and a signed and dated Doctor’s order on file each year. 

Date: __________ 

Name of Student: ______________________________ D.O.B.___________________ 

Diagnosis: 
______________________________________________________________ 

************************** 

Name of Medication: __________________________ Dose:_________________  

 

Time:_____________________________________________________________ 

 

Starting Date: __________________________EndingDate:____________________ 

 

Any Restrictions: ________________________________________________________ 

 

 

__________________________________________________________________ 

 

Printed Name of Physician____________________________________________ 

 

Signature of Physician_________________________​​  Date___________ 


