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_____________________________________________________________________________________
STUDENT MEDICAL INFORMATION
Ontario Health Card Number: ___________________________________ (Copy of OHIP card is needed) 
Family doctor’s Full Name: _____________________________ Phone# ____________________

Does your child have a special medical condition the school needs to know about? _____Yes   _____ No  

If yes, please specify condition and necessary instructions:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I hereby give permission to Adventist Christian Elementary School staff to administer to my child: __________________________________ the medication prescribed below. I understand that this form must be filled out completely, that I must provide the medication, and that the medication is to be brought in its original labelled container. It must state the child’s name, the health care provider, the name of the medication and dosing information.
Signature _________________________________

 Date __________________________

	To be completed by the Health Care Provider with prescriptive authority

	Child’s Name:
	Doctor’s Name:

	Medication:
	Purpose of Medication:

	Dosage:
	Storage:

	Time of Administration:
	Possible Side Effects:

	Special Instructions:


	Start Date: _________________
End Date: __________________

	Signature of Health Care Provider:                                                 Date:      


Adventist Christian Elementary School


805 Shelborne Street, London Ontario, N5Z 5C6


Telephone: 519-601-2277


Website: � HYPERLINK "http://www.aceslondon.com" �www.aceslondon.com�


E-mail: � HYPERLINK "mailto:aceslondon@email.com" �aceslondon@email.com�
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“I can do all things through Christ who strengthens me.” Philippians 4:13


