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Authorization for Self-Carry/Administration of 

Metered Dose Inhalers 

 

 

According to California Education Code 49423.1, students with asthma may be allowed to carry and self-administer their prescribed 

asthma medication during school hours with the authorization of both the student’s physician and their parent/guardian.  

 

Student Name:  _________________________________  Birthdate:  __________   Valid for School Year:  ___________   

Medication Name:  __________________________________________  Dose ________________        Spacer?     Y      N 

To be used when:  __________________________________________________________________________________  

Possible Side effects/Precautions/Recommended Intervention:  _____________________________________________  

 _________________________________________________________________________________________________  

Parent Section:  I request that my child be allowed to carry and self-administer his/her Metered Dose Inhaler medication at school 

and be responsible for its proper storage and use. I take responsibility for this permission. I understand that this medication must be 

in the original pharmacy container, labeled with name of student. I will support my child to follow the above agreement and if 

He/She does not, I will be contacted and we will develop a new plan. I understand that Redwood Christian Schools is not responsible 

for any adverse reactions stemming from the self-administration of this medication. 

 

 ____________________________   _____________________________   ___________________________  

 Parent/Guardian Signature Printed Name    Date 

 

Student Section:  I have learned how to use my inhaler and I will use it in the way that I have been taught to use it. I will keep my 

medication in the agreed location. I will not share this medication with others, and I will go  to the office if having any of the above 

symptoms after using the medication. 

 

 ____________________________   _____________________________   ___________________________  

 Student Signature Printed Name    Date 

 

Physician Section: I authorize this student to carry/self-administer the above medication. He/she has been trained to recognize 

signs/symptoms of asthma/breathing difficulties and how to correctly use the inhaler by me and/or my office staff. He/She has been 

trained to recognize any adverse reactions from this medication.  

 

 _______________________________   _____________________________   ___________________________  

 Physician Signature Printed Name    Date 
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