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Self-Medication Asthma
	     
	
	     

	Name of School
	
	Date


	     
	
	     

	Student’s Name
	
	Birthdate


	To Be Completed by Physician:


Dear Doctor:

The parent/guardian of the above-named student has advised us of your request to have their son/daughter carry an asthma inhaler on his/her person to use for the relief of asthma symptoms.

Our school board policy requires all medication administered during the school day be stored in the school health office and administered only when the appropriate physician’s and parent’s forms are on file.  If, in your opinion, this student’s medical condition requires immediate administration of prescribed medication and the student’s well-being is in jeopardy unless the asthma inhaler is carried on his/her person, then the statement below needs to be signed by you.

	     
	is under my care for asthma.
	

	Student’s Name
	
	


	His/her condition warrants immediate inhalation of
	     

	
	Name of Medication


and it is required that this medication be carried on his/her person.  This student has demonstrated knowledge of correct testing, dosage and usage.  The medication is to be used by the above student as follows:

	     
	
	     
	
	     
	
	     

	Dosage
	
	Method
	
	Time/Frequency
	
	Start/Stop Dates


	     
	
	     

	Physician’s Signature
	
	Address


	     
	
	     
	
	     

	Office Number
	
	Fax Number
	
	Date


	To Be Completed by Parent/Guardian:


	I, the parent/guardian of
	     
	request
	     

	
	Student’s Name
	
	Name of School


to comply with the orders of the above physician.  I verify that my child understands how to self-administer his/her medication.  I agree to assume all responsibility and liability and otherwise hold the District, its officers and employees harmless from all liability or claims which might arise from the administration of my child’s medication while on campus or during school hours.  I hereby give consent to the District staff to consult and exchange information with my child’s health care provider regarding any issues that may arise with regards to the medication.  We understand and accept that our son/daughter is subject to disciplinary action if medication is used otherwise prescribed.
	     
	
	     

	Parent/Guardian
	
	Date


	     
	
	     

	School Administrator/Designee
	
	Date


	     
	
	     

	Health Clerk
	
	Date


	     
	
	     

	District Nurse
	
	Date


	     
	
	     

	Teacher
	
	Date


	To Be Completed by Student:


I certify that I have read and understand the instructions regarding the self-administration of my medication(s).  I have been adequately instructed by my health care provider and my parent/guardian, and I am capable of self-administering the relevant above-described medications.  I agree to take these medications in compliance with my health care provider’s recommendation.
	     
	
	     

	Student’s Signature
	
	Date


Valid only for the current school year.

Authorization must be renewed annually.
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