
WACHUSETT REGIONAL SCHOOL DISTRICT 
 

Physician Medication Order/Parent Consent Form 
Phone 508-829-6771x1330    Fax # WRHS 1(508)829-1689 

 
 

Physician Medication Order 
 
 

Student Name ________________________________ Gender _____ Date of Birth ___________ Grade _______ 
 
 
Name of Medication ____________________________ Dosage _______ Route _______ Frequency ___________ 
 
 
Time of Administration at school _________________ Diagnosis __________________ Begin Date ___________ 
 
 
Discontinue Date ___________ Allergies _______________________________ Contraindications ____________ 
 
 
Common Side Effects_____________________________________________________________________________ 
 
 
 
Physician Signature __________________________________________________ Date _____________________ 
 
 
Phone _______________________________________________ 
 
 

 
 
 

Parent Consent 
 
 
I give permission for my child, _____________________________________, to receive the above 
ordered medication from the school nurse as prescribed and directed by her/his physician. 
 
 
 
 
Parent Signature _________________________________________ Date ________________________ 
 
Home Phone_____________________ Work phone __________________________ 
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