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PHYSICIAN’S CERTIFICATION 

 

ADMINISTRATION OF MEDICATION 

 

 

I, _______________________________________, am a licensed physician in the State of New Jersey. 

I certify that my patient, _____________________________, requires that medication be 

administered to said patient by the school nurse.  I hereby provide the following information. 

Diagnosis:______________________________________________________________________ 

Medicine: ______________________________________________________________________ 

Form: ______________________________________________________________________________ 

Dose: _____________________________________________________________________________ 

If medication is to be given daily-please indicate the time__________ 

If medication is to be given as needed, please indicate the reason _____________________ 

Please indicate any significant side effects ____________________________________ 

 

 

Date: __________________________________   

Physician’s Signature ____________________________ 

 


