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SCHOOL MEDICATION PRESCRIBER/PARENT AUTHORIZATION 

FOR TRACHEOSTOMY CARE 
                                                                                                                                                          School Year: ________-__________ 

STUDENT INFORMATION 
 

Student’s Name ________________________________________________ School: ____________________________________ 
 
Date of Birth: ____/____/_____       Age:  __________                                   Grade: ________ Teacher: ____________________ 
 

□ Known drug allergies/reactions  If drug allergies, list: _____________________________ Weight: ___________ pounds 

 
PRESCRIBER AUTHORIZATION 

:(


