The Center for Lutheran Ebucation

Lutheran High School of San Dicgo

Physician’s Hecommendation for Medicine

Student's Name: Date of Birth:

Home Phaone: Parent's Wk or Cell Phone:

Thig form must b2 completaly filled cut and signed annually by the student’s parentiguardian and the student's authorized health care
providar b=tore the studant can be assistad with the adrinistration of madication by & staftfaculty membear of Lutheran High Schoal.
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To be Completed by Health Care Provider:

Mame of Meadication: Dosage:
Method: Schedule Given:
FPurpose of Medication: Dwuration:

Special Instructions:

Mame of Medication: Dosage:
Mathod: Schedule Given;
FPurpose of Medication: Douration:

Special Instructions:

Health Care Provider's Name (Print):

Health Care Providers Signature:

Address: Ciity:
State: Zip: Fhone:
Fax: Date:

| agres thal Lutheran High Schoal, its officers, faculty and stalf shall not be beld liatde Tor any loss, damage, injury or labilfy of any kind
o any paraon caussd or anaing from acie, omiesione or nagligence of Lutharan High School, it officars, faculty and siatf related fo the
agminisiraban ol madeahon ta my child

| have read and understocd this form and consent to the above provisions,

ParentiGuardian's Signature Diates:

810 Buena Vista Way, Chula Vista, CA 91910 - Phone: 619-262-4444 - Fax: 603-691-0424
Email: scott.dufresne@lhssd.org « www.lutheranhighsandiego.org



