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MD ORDER FOR MEDICATION TO BE ADMINISTERED BY AppState HEALTH SERVICE STAFF
Student/Patient Name:	 						Birth Date: 				
Patient’s Diagnosis: 							Diagnosis Code: 			
Prognosis and brief plan of care: 										
														
MEDICATION TO BE ADMINISTERED BY AppState HEALTH SERVICE STAFF [Valid until start of next Fall semester.]
Medication Name: 						 	(Cannot be first 3 doses of Xolair)
Dose:  			(units)	Concentration: 			Route:__		Frequency: 		 
Flexibility in dose frequency: 											
Observation time in clinic after injection: 									
Number of doses to be given at AppState: _____								
*Date of last dose of medication:* __________								______
Do we have your permission to teach the student how to administer this medication, if applicable? ___________
Other Instructions: 												
LABWORK to be drawn at AppState Health Service (if applicable) 
Labs Ordered:							  Frequency:   		____________________
Will medication dose or frequency change as a result of lab results?   						
Should medication be withheld until labs are reviewed by clinician?    						
SIGNATURE
Ordering physician (print):  						 Ordering Date:	 			
Signature: 							    
Best contact person for communication in your office: 								
Phone number of contact person: 					Fax Number: 				
Clinic Address: 													
===========================================================================
**All medications prescribed by outside providers must be approved by the Medical Director before being administered by SHS nurses.

Approved by AppState SHS Medical Director: _______________________________________________                                                                                            

Immunization Office only: 
___ I have and will store and transport the medication according to the manufacturer’s specifications.
___ I understand the reason this medication has been prescribed and possible side effects of the medication.
	
_____________________________________	__________________________________
Student signature				Date							REV 06/26
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