[bookmark: _GoBack]School Year:  ______ - _____
Spring Branch Independent School District
HEALTH SERVICES


PHYSICIAN’S REQUEST FOR STUDENT TO CARRY AND SELF-ADMINISTER PRESCRIPTION ASTHMA  MEDICATION ON SCHOOL PROPERTY OR AT SCHOOL- RELATED EVENTS 
 
Student Name: _____________________________DOB: ________   Age: ______ Teacher: __________________ 
School Nurse: ______________________________ Phone Number: ____________________________________ 
Diagnosis:_______________________________________________________________________________  
 
MEDICATION AND DOSAGE: 
	 
	MEDICATION # 1 
	MEDICATION #2 

	NAME OF MEDICATION: 
	 
	 

	WHEN TO GIVE MEDICATION: 
	 
	 

	DOSAGE: 
	 
	 

	FREQUENCY: 
	 
	 

	SIDE EFFECTS: 
	 
	 

	OTHER INFO: 
	 
	 


 
 
In order to keep this student in optimum health and sustain school performance, it is necessary that this student  carry and self-administer prescription asthma medication as needed on school property or at school-related events. 
 
PHYSICIAN AUTHORIZATION 
	□ 
	This student has received instructions and is capable of identifying signs, symptoms, and need of asthma  medication. 

	□ 
	This student has been trained and has demonstrated to me the proper administration technique.  

	□ 
	This student understands correct dosage and times of administration and knows to inform a responsible adult if there is no relief or if condition worsens after administration of the medication. 

	□ 
	I understand that the student must also demonstrate to the school nurse the necessary skill level in order to be allowed to carry and self-administer the medication during school hours.  
 

	□ 
   
	It is my professional opinion that this student is capable of self-administering the prescription asthma medication(s) and SHOULD be allowed to carry and self-use the asthma medication(s) listed above. 

	□ 
	It is my professional opinion that this student is not capable of independent use and SHOULD NOT carry or self administer the asthma medication(s) listed above. 


 
_________________________________            ______________________________                     ______________ 
                         Physician Printed Name                                              Physician Signature                                                          Date 
 
Phone: ___________________________           Fax:  ______________________________ 
 	 	 	 	 	 
The Spring Branch Independent School District is an equal opportunity employer and does not discriminate on the basis of race, color, national origin, sex, religion, age, or disability in employment matters, in its admissions policies, or by excluding from participation in, denying access to, or denying the benefits of district services, academic and/or vocational and technology programs, or activities as required by Title VI and Title VII of the Civil Rights Act of 1964, as amended, Title IX of the Education Amendments of 1972, the First Amendment of the United States Constitution, the Age Discrimination in Employment Act, Section 504 of the Rehabilitation Act of 1973, as amended, and Title II of the Americans with Disabilities Act..
 
 
 
 
 
School Year:  ______ - ______ 
 
This Side to Be Completed by Parent/Guardian and Student 
Request to Carry and Self-Administer Asthma Medication (continued)  
 
Student Name: ___________________________________    DOB: _____________   Age: ________  Student ID #: _______________________    Grade:_______  HR Teacher: _____________________ 
 
 
PARENT/GUARDIAN AUTHORIZATION 
_______ I have submitted the completed and signed Physician’s Request for Student to Carry and Self-Administer                      Prescription Asthma Medication on School Property or at School-Related Events (Form H 5-4). 
_______ I have submitted form  Parent’s Request for Giving Medicine at School. 
_______ I request that my child, named above, be allowed to carry and use his/her prescription asthma medication    as needed. 
_______ My child is capable of self-administering the prescription asthma medication. 
_______ I understand that the prescription asthma medication being carried must be properly labeled.  I also understand    that I may be held responsible if the medication is misused by my child or used by another student. 
_______ I understand that it is recommended that backup medication be stored with the school nurse in case my child forgets   or loses their medication. The school district is not responsible or liable if backup medication is not provided to the    school/school nurse and the student is without medication when it is needed. 
_______ I have instructed my child to alert a responsible adult if the asthma symptoms are not relieved or worsen after self-   administration of the asthma medication. 
_______ If granted, this permission is good for the current school year and must be resubmitted each school year. 
 
My signature below indicates that I request SBISD staff to allow my child to carry and self-administer asthma medication, and I am giving permission for SBISD staff to contact the physician for additional information, if needed.  
 
	Parent/Guardian Signature: ________________________________ 	Phone: ______________ Date: ____________ 
 
 
STUDENT AGREEMENT 
_______ I have been trained in the use of my asthma medication and understand the signs and symptoms for which it is    needed and given. 
_______ I agree to carry my medication with me at all times and that it will be properly labeled. 
_______ I will notify a responsible adult (nurse, teacher, administrator, etc.) IMMEDIATELY if symptoms are not relieved    or worsen. 
_______ I will not share my medication with other students or leave my medication unattended. 
_______ I will not use my asthma medication for any other use than what it is prescribed for. 
 
	Student Signature: ______________________________________ 	Phone: ______________ Date: ___________ 
 
 
 
 
School Nurse: __________________________________   Date: __________________ 
 
 
