
   
 

  
  
  

_________________________________________________________________________________________________________________ 
Parent /Guardian Authorization Signature                 Date                             Physician Authorization Signature                    Date      

 

Student’s Name:__________________________________________________ D.O.B:____________________________________ 

School: ___________________________________________________________Class/Grade:_____________________________ 

Student’s Address___________________________________________________________________________________________ 

Allergic To:________________________________________________________Weight: _______________________________lbs.  

Asthma:              □ Yes (higher risk for a severe reaction)                   □ No 

 

 

 

 

 

 

 

  



   
 

  
  
  

_________________________________________________________________________________________________________________ 
Parent /Guardian Authorization Signature                 Date                             Physician Authorization Signature                    Date      

 


