
 

 

 
FORM 5 

Notification of Change to Medication 

To be completed by Parent/Guardian 

 

Name of Student:________________________________________Class:__________  

 

Name of Prescribing Doctor:______________________________________________  

Reason for Change:______________________________________________ 
 
______________________________________________________________________ 

 

______________________________________________________________________ 

 

Change to apply from ____________________ to ______________________ (dates) 

  

Medication Details 

Condition  Medication  Dosage Time/s of 

Administration 

Special 

instructions 

Self-

Administration 

(Yes/No) 

            

            

            

            

 

Signed by doctor: ______________________________   Date: __________________ 


