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HEALTH CARE PRACTITIONERS COMPLETE BELOW

1. Diagnosis: ICD-10 Code: OO .

Medication (Generic and/or Brand Name):
Preparation/Concentration:

Dose: Route:
Student Skill Level (select the most appropriate option):

Nurse-Dependent Student: nurse must administer

Supervised Student: student self-administers, under adult supervision

Independent Student: student is self-carry/ self-administer *Initial below for Independent (Not allowed for controlled substances)

[ 1 attest student demonstrated ability to self-administer the prescribed
medication effectively during school, field trips, and school sponsored events - Practitioner's Initials:

In School Instructions
O standing daily dose — at and and/or
[0 PRN - specify signs, symptoms, or situations:

OO Time Interval: minutes or hours as needed
O If no improvement, repeat in minutes or hours for a maximum of times.
Conditions under which medication should not be given:
2. Diagnosis: ICD-10 Code: OO .

Medication (Generic and/or Brand Name):
Preparation/Concentration:

Dose: Route:
Student Skill Level (select the most appropriate option):

Nurse-Dependent Student: nurse must administer

Supervised Student: student self-administers, under adult supervision

Independent Student: student is self-carry/ self-administer *Initial below for Independent (Not allowed for controlled substances)
[J I attest student demonstrated ability to self-administer the prescribed

medication effectively during school, field trips, and school sponsored events - Practitioner's Initials:
In School Instructions

O standing daily dose — at and and/or
O PRN - specify signs, symptoms, or situations:

OO0 Time Interval: minutes or hours as needed
O  If no improvement, repeat in minutes or hours for a maximum of times.
Conditions under which medication should not be given:
3. Diagnhosis: ICD-10 Code: O .

Medication (Generic and/or Brand Name):
Preparation/Concentration:

Dose: Route:
Student Skill Level (select the most appropriate option):

Nurse-Dependent Student: nurse must administer

Supervised Student: student self-administers, under adult supervision

Independent Student: student is self-carry/ self-administer *Initial below for Independent (Not allowed for controlled substances)
O I attest student demonstrated ability to self-administer the prescribed

medication effectively during school, field trips, and school sponsored events - Practitioner's Initials:
In School Instructions

[0 standing daily dose — at and and/or
O PRN - specify signs, symptoms, or situations:

OO Time Interval: minutes or hours as needed
OO  If no improvement, repeat in minutes or hours for a maximum of times.
Conditions under which medication should not be given:

Home Medications (include over the counter) O None
Health Care Practitioner Last Name: First Name: Signature:
Please select one: OMD O DO O NP O PA
Address: E-mail address:
Tel. No: FAX No: Cell Phone:
NYS License No (Required): NPI No: Date:
INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS Rev 3/21

FORMS CANNOT BE COMPLETED BY A RESIDENT %ﬁ%gﬁﬁﬁzﬁﬁ%
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For Office of School Health (OSH) Use Only / 2R {2EH/AE (OSH) TEABHESE
OSIS Number: Received by - Name: Date:
504 [hep [ Other: Reviewed by - Name: Date:

Referred to School 504 Coordinator: [] Yes [ No

Services provided by: [Z Nurse/NP [C] OSH Public Health Advisor (for supervised students only) ] School Based Health Center
Signature and Title (RN OR SMD): Date School Notified & Form Sent to DOE Liaison:

Revisions as per OSH contact with prescribing health care practitioner: [ Clarified [ Modified

T&l 33404 General MAF 2021-22 (Chinese)

Confidential Information should not be sent by email



	GENERAL MEDICATION ADMINISTRATION FORM
	HEALTH CARE PRACTITIONERS COMPLETE BELOW
	1. Diagnosis:_____________________________ ICD-10 Code: ☐ ____. ____
	Student Skill Level (select the most appropriate option):
	In School Instructions
	☐   Standing daily dose – at ___________ and  ___________  and/or
	☐    PRN  -  specify signs, symptoms, or situations: __________________________________________________________________________________________________________

	2. Diagnosis:_____________________________ ICD-10 Code: ☐ ____. ____
	Student Skill Level (select the most appropriate option):
	☐   Standing daily dose – at ___________ and  ___________  and/or
	☐    PRN  -  specify signs, symptoms, or situations: __________________________________________________________________________________________________________

	3. Diagnosis:_____________________________ ICD-10 Code: ☐ ____. ____
	Student Skill Level (select the most appropriate option):
	☐   Standing daily dose – at ___________ and  ___________  and/or
	☐    PRN  -  specify signs, symptoms, or situations: __________________________________________________________________________________________________________
	Health Care Practitioner Last Name:_______________________  First Name: ______________________ Signature: ___________________________________

	PARENTS/GUARDIANS: READ, COMPLETE, AND SIGN. BY SIGNING BELOW, I AGREE TO THE FOLLOWING:
	• No student is allowed to carry or give him or herself controlled substances.

	For Office of School Health (OSH) Use Only
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	1 - I attest student demonstrated ability to self-administer: Off
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	1 - standing daily dose: Off
	1 - Stand daily dose - Time 1: 
	1 - Stand daily dose - Time 2: 
	1 - PRN: Off
	1 - PRN - specify signs, symptoms, or situations: 
	1 - PRN - Time interval: Off
	1 - PRN - tIme interval - repeat in # minutes: 
	1 - PRN - tIme interval - repeat in # Hours: 
	1 - PRN - If no improvement: Off
	1 - PRN - If no improvement - repeat in # minutes: 
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