

	STUDENT NAME: 
	AGE: 
	GRADE: 
	SCHOOL ID: 
	Allergies Medication: 
	Headache: Off
	Cramps: Off
	Dental: Off
	Other 1: Off
	Other: 
	Acetaminophen: Off
	Ibuprofen: Off
	Naproxen: Off
	Midol/Premsyn/Pamprin: Off
	Other med: Off
	Other_2: 
	Dose: 
	Frequency: 
	Specify Time: 
	or As Needed: 
	Printed Parent Name: 
	Date: 
	Name: 
	Name_3: 
	Name_2: 
	Name_4: 
	Reset Form: 
	Print Form: 


