Anchorage School District
PRESCRIPTION MEDICATION AUTHORIZATION

LAST NAME FIRST NAME M.1. DATE OF BIRTH (MM/DD/YYYY)
SCHOOL GRADE
MEDICAL PROVIDER AUTHORIZATION
START DATE | END DATE MEDICATION DOSE ROUTE TIME REASON

This medication is required during school hours to improve or maintain the health of this child

Prescription medication must be in the original pharmacy container labeled with the following information: name, medication, dosage, route,
administration time, ordering healthcare provider, pharmacy, date issued, and prescription number.
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