Compass SchoolHouse
EMERGENCY ADMINISTRATION OF EPINEPHRINE
PHYSICIAN FORM

TO BE COMPLETED BY CHILD’S PHYSICIAN:

Child’s Name _________________________________________________________________

Physician ____________________________________________________________________
Physician Address _____________________________________________________________
Physician Phone ______________________________________________________________

Medication __________________________________________________________________

Condition for which medication is to be used:

_____________________________________________________________________________

Instructions for Administration of medication:





___________________________________________ is not able to self administer this
		CHILD’S NAME 
medication.

[bookmark: _GoBack]
Physician Signature ________________________________________________________

Date ___________________________________________________________________


Prescription medication must be:
· Prescribed in the name of the child and specifically for the child
· Stored in its prescription container, labeled with
· Child’s name
· Name of the medication
· Date it was prescribed or updated
· Physician’s directions for its administration


Parent/Guardian Name ________________________________________________________________

Parent/Guardian Signature _____________________________________________________________

Date ________________________________ 
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