
PRESCRIPTION MEDICATION CONSENT FORM INDIVIDUALIZED PROTOCOL 
                         TO BE FILLED OUT BY A LOCAL PHYSICIAN 
                           Protocole dÕaccueil individuali sŽ (PAI) 
                  A faire rempli r par un mŽdecin local aux Etat s-Unis 
 

 
 
 
 
 
 
STUDENT/ELEVE: 

Last  name/ Nom: _____________________________ First  name/ PrŽnom: ______________________  

Date of birt h/ Date de naissance: __________________ 

Weight / Poids:  ________________ Height / Tai l le:  __________________ 

Addess/ Adresse:  _________________________________________________________________ 

Class/ Classe: __________________School Year/ AnnŽe scolaire:  _________________________ 

 

MEDICAL PROBLEMS (please descr ibe)/ TYPES DÕAFFECTIONS: 
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_______________________________________________________________________________________________ 

FAMILY/FAMILLE: 

Father /P• re  

Name/ Nom: ___________________________________________ 

Address/ Adresse : _________________________________________________________________ 

Home phone/ TŽlŽphone du domici le: ___________________________ 

Business phone/ TŽlŽphone du t ravai l  :  __________________________ Cellular:  _______________________ 

Mother/M• re  

Name/ Nom: ___________________________________________ 

Address/ Adresse : _________________________________________________________________ 

Home phone/ TŽlŽphone du domici le: ___________________________ 

Business phone/ TŽlŽphone du t ravai l  :  __________________________ Cellular :  _______________________ 

 
Emergency contact /Personne ˆ  cont act er  en cas dÕurgence en lÕabsence des parent s : 

Name/ Nom: ________________________________________ 

Family relat ionship/ Lien de parentŽ:  ______________________________________ 

Phone number/ TŽlŽphone:  ___________________________ Cellular: _______________________________ 

 
An emergency ki t  must  be given by t he parents and brought  to the school, please descr ibe i ts content  and how 
to store i t /Composit ion de la t rousse f ournie par  les parent s et  deposŽe ˆ  lÕŽcole et  mesures de conservat ion 
de cel le-ci :  
__________________________________________________________________________________________
__________________________________________________________________________________________
_______________________________________________________________________________________ 
 
PRESCRIBING PHYSICIAN/MEDECIN TRAITANT: 
 
Name/  Nom: ___________________________________________ 

Address/Adresse:  _________________________________________________________________________ 

Phone/TŽlŽphone:  _____________________________________ Fax: _______________________________ 

 

     Picture 

        Please submit  t his form i f  your  child has a chronic disease, allergy 
        or  food intolerance. 
        Merci  de rendre ce document  si  vot re enfant  est  at t eint  dÕune maladie 
        chronique,  dÕune al lergie ou dÕune int olŽrance al imentaire. 



 
 
 
 
NAME OF HOSPITAL WHERE CHILD IS TREATED/  NOM DE LÕHOPITAL QUI SUIT LÕELEVE: 
 
___________________________________________Phone/TŽlŽphone:  _____________________________ 
 
PROTOCOL FOR EMERGENCY SITUATIONS (to be f i lled out  and signed by the prescr ibing physician) 
PROTOCOLE DÕINTERVENTION EN CAS DÕURGENCE (ˆ  rempl i r  et  signer  par  le mŽdecin t rai t ant ) 
  
Medical diagnost ic/ Diagnost ic mŽdical:  
__________________________________________________________________________________________
________________________________________________________________________________________ 
 
First  signs and symptoms/Sympt ™mes et  signes dÕappel: 
__________________________________________________________________________________________
________________________________________________________________________________________ 

 
EPIPEN AND NEBULIZERS/  EPI-PEN ET NEBULISATEURS: 
 
!  I have determined that  this student  is able self -administer and t ransport  his/ her own EpiPen or Nebulizer,  that      
    he/ she has been instruct ed on how to use t his medicat ion and when to administer it .  
    Il  a Žt Ž dŽt erminŽ que cet  Žt udiant  est capable de sÕadministrer indŽpendamment  et  de t ransport er son   
    NŽbul isat eur ou son EpiPen, quÕil  a Žt Ž instruit  dans lÕut i l isat ion de ce mŽdicament ,  et  quÕil  sait  quand   
   i l / el le doit  ut il iser ce mŽdicament .  
 
!  This student  is unable to self  administer his/ her EpiPen or Nebulizer.  
    Cet  Žt udiant  ne doit  pas sÕadministrer son EpiPen ou son NŽbul isat eur.  
 
Physician signat ure/ Signature du mŽdecin :  __________________________________________ 
 
Date :  ___________________              Medical seal/ Cachet  du mŽdecin :   
 
 

 
 
I/ we________________________________ (parent (s)/ guardian(s)), authorize t he LycŽe Rochambeau to share this 
informat ion wit h any staff who provides care or supervision for our child. I/ we also provide t he School Nurse wit h a 
copy of each PAI as prescribed by Dr._______________________, and authorized the School staf f to administ er t he 
medicat ion. 
 
 
Nous ________________________________ (parent (s)/ gardien(s)), aut orisons le LycŽe Rochambeau ˆ  part ager cet t e 
inf ormat ion avec le personnel de lÕŽcole qui soigne ou supervise not re enfant  .Nous nous engageons aussi ˆ  
t ransmet t re ˆ  lÕinf i rmerie une copie de chaque PAI t el  prescri t  par le Dr.__________________________ et  
autorisons le personnel  de lÕŽcole  ˆ  administ rer le mŽdicament .  
 
 
Date : _____________________________  Signature(s) ____________________________________________________ 
 

 
9600 Forest Road, Bet hesda, Maryland 20814 U.S.A. 

Tel:  301-530-8260 Fax: 301-564-5779 www. rochambeau.org 

MEDICATION/MEDICAMENTS DOSAGE/ROUTE WHEN TO ADMINISTER /INDICATIONS 

     
Additional instructions (including instructions not given on the prescription)/Instructions particuli• res (pas inscrites sur la prescription): 

Possible side effects of this medication/Effets secondaires possibles de ce mŽdicament:: 

Is there a general treatment or any medical contra-indication? Existe-t-il un traitement de fond ou des contre-indications mŽdicales? 


