Youth Name:

Prescription Medication Form

Month of:

Adriel School, Inc.
22897 US-204
Archbold, OH 43502
Phone (567) 341-4327
Fax: 888-820-8966

Initials indicate the correct medication was given at the time indicated.

Medication Name: Dosage:
Physician Name: Address:
Purpose of Medication: Route of Medication:
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Time:
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