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ATTEST MEDICIJNEN
Naam van de leerling:_____________________________________________

Klas: ______________________________

Naam van de ouders: _____________________________________________

Naam geneesheer: _______________________________________________

Telefoon geneesheer: _____________________________________________

Naam medicijn: __________________________________________________

Vorm: __________________________________________________________

Dosering: _______________________________________________________

Tijdstip en frequentie: ______________________________________________

Hoe bewaren? ____________________________________________________

Datum: ____________________________

Handtekening ouders



Handtekening arts
__________________________________________________________________
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