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Short Term Medication Administration Authorization 
 

 
Student Name:  ____________________ 
 
Name of the Drug:__________________ 
 
Dose:___________________________ 
 
Route of administration: ____________________ 
 
Frequency of administration: ______________________________ 
 
Start date: _______________     Stop Date: ____________________ 
 
Time of administration: ______________________________________ 
 
Diagnosis: _____________________________________________ 
 
Adverse Reactions that are reasonably expected: ________________________ 
 
Contraindications:_________________________ 
 
Licensed Prescriber Signature: ___________________________________ 
 
Address: _______________________________________________________ 
    
_________________________________________________________________ 
 
Phone: ___________________________________________ 
 
Pharmacy Contact Information: ______________________________________ 
 
 
 
 
 

 


