Brownwood Independent School District

EPI PEN ADMINISTRATION REQUEST

Date: ______________________________ School: _________________________

Student’s Name: ______________________________ ID # _________________

I, the undersigned parent/ guardian of ______________________ request that my child be allowed to keep his / her prescribed epi pen with him / her at all times and to self-administer the epi pen as prescribed by 

his / her physician.

I verify that my child understands the need for his epi pen including the prescribed dose and times of administration. I understand that it is my child’s sole responsibility to keep the epi pen  on his / her person. If the epi pen is misplaced or used by other students, this privilege will be revoked. 

I also understand that the epi pen must be properly labeled with a prescription label.   
Signature of Parent / Guardian: ______________________________________

Signature of Student: ________________________________________________

Parent / Guardian phone number: ___________________________________
(To be completed by school nurse)

Epi pen is properly labeled with prescription label  _______Yes   ______ No

Student demonstrates proper use of epi pen: _______Yes   ______ No




Dosage:
_______Yes   ______ No




Times:
_______Yes   ______ No

Signature of school nurse: _____________________________ Date: __________
