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MEDICATION ADMINISTRATION SCHOOL FORM

Student name

Last First Gender DOB

Name of Medication Cortef/ Hydrocortisone (ma/tab) Date of prescription

Dose prescribed Dose form

(Tablet, liquid, injection, etc.)
Route Time scheduled

Diagnosis or purpose of medication Adrenal Insufficiency

Needs total/ partial assistance with medication Self- sufficient with medication

Special Instructions and/ or comments:

The student for whom this medication is prescribed is under my care.

Print name/ Title Signature Date
4650 Sunset Blvd. Los Angeles, CA 90027 (323) 361- 2129
Address City State Zip Code Telephone

I authorize Children’s Hospital of Los Angeles Center for Endocrinology, Diabetes & Metabolism to release my child,

’s medical information which includes Diagnosis and Treatment to

School.

Date Signature of Parent/ Guardian Print Name

) ) )

Home telephone Cell telephone Work telephone




