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I DO NOT FEEL t he  need  t o  have  a n  Ep iPen/ Inha le r m edica t ion  ava ila b le  in  t he  schoo l 
o ffice  fo r m y ch ild .  

(St udent  Nam e)_____________________________________________________________________ 

______ St udent  is no  longer d iagnosed  w it h  Ast hm a  and  does no t  ca rry a  re scue  inha le r. 

Prin t  nam e o f p hysician  w ho  re leased  st udent  from  d ia gno sis. 
____________________________________________ 

______ St udent  is no  longer d iagnosed  w it h  Anap hylaxis a nd  do es no t  ca rry a nd  Ep iPen . 

Prin t  nam e o f p hysician  w ho  re leased  st udent  from  d ia gno sis. 
____________________________________________ 

______ St udent  is on ly t rea t ed  a t  hom e during  illness. 

______ St udent  is d ia gnosed  bu t  st udent ’s p hysician  g ive  no  t rea t m ent . 

Prin t  nam e o f p hysician  w ho  g ives no  t rea t m ent  fo r d ia gnosis. 
____________________________________________ 

______ Ot her –  Plea se  exp la in  why STUDENT DOES NOT CARRY OR WILL NOT STORE a n  
Inha le r o r Ep iPen  m edica t ion  a t  Walnu t  Bend ISD 

      
____________________________________________________________________________________________________ 

      
____________________________________________________________________________________________________ 

      
____________________________________________________________________________________________________ 

By sign ing  t h is Au t horiza t ion , I rea d ily acknowledge  t ha t  t he  st u dent  w ill no t  st o re  an  
Ep iPen/ Inha le r in  t he  schoo l o ffice  o r At h le t ic dep a rt m en t . If any em ergency occurs, 

mailto:thumphrey@walnutbendisd.net


   
 

   
 

911 a nd  p a ren t / gua rd ia n  will be  no t ified . I hereby re lease  any Hea lt h  Ca re  Provider, 
st a ff, a t h le t ic dep a rt m ent , a nd  schoo l d ist rict  from  a ny lia b ilit y t ha t  m a y accrue  from  
no t  keep ing  a n  em ergency Ep iPen  o r Inha le r in  t he  schoo l d ist rict  w hile  enro lled  a t  
Walnu t  Bend ISD. 

 Please  sign  t h is fo rm  and  re t u rn  t o  t he  schoo l o ffice . 

Pa ren t  Signa t u re  ____________________________________________________  Da t e  ____________________ 

Phone  Num ber _________________________ Em ail Address _______________________________________ 

Pa ren t  Prin t ed  Na m e __________________________________________________________________________ 

Nam e o f st u dent ’s hea lt h  ca re  p rovide r _____________________________________________________  

Hea lt h  ca re  p rovide r p hone  num ber _________________________________________________________ 

 

 

 

 

 

 

 

 

 

Pa ren t  Signa t u re   Date   
Phone  Num ber  
Pa ren t  Prin t ed  Na m e    E-
m a il Address  



   
 

   
 

Nam e o f St u dent ’s Hea lt h  Ca re  Pro vider   
Phone  Num ber   

 


