
‭Owasso Public Schools‬
‭Inhaled Asthma Medication Administration‬

‭________________________________‬ ‭__________________‬ ‭____________________‬
‭Student’s Name‬ ‭DOB‬ ‭Grade/Teacher‬

‭To Be Completed by Parent/Legal Guardian‬

‭I,_______________________________, the parent or legal guardian of ____________________________(“Student”)‬
‭acknowledge that I have read and understand the Inhaled Asthma Medication Administration guidelines, and I agree to‬
‭abide by the guidelines at all times. I understand that OPS and its employees, agents, and representatives, shall incur‬
‭no liability as a result of any injury or issue arising from the self-administration of medication by my student.‬
‭Furthermore:‬

‭☐‬‭My student is capable of deciding if he/she is able‬‭to resume school activities. If my student states that‬
‭he/she is unable to resume activities, call one of my emergency contacts to pick up my child.‬

‭☐‬‭Notify one of my emergency contacts to pick up my‬‭student.‬
‭☐‬‭Other(specify) _____________________________________________________________________‬

‭Parent/Guardian’s Signature: ___________________________________  Date: ____________________‬

‭To Be Completed by Physician‬

‭Student’s Name: _____________________________________  Diagnosis:________________________‬

‭Medication Order‬‭(note the interval for repetition‬‭of the dose if p.r.n.)‬‭: _____________________________________‬

‭_________________________________________________________________________________________________‬

‭Side Effects to Expect: __________________________________________________________________‬

‭Please check‬‭one‬‭of the following options:‬
‭☐‬‭In‬‭my‬‭professional‬‭opinion,‬‭it‬‭is‬‭medically‬‭necessary‬‭that‬‭this‬‭student‬‭be‬‭allowed‬‭to‬‭self-carry‬‭and‬‭self-administer‬

‭the‬‭above‬‭medication.‬‭I‬‭verify‬‭this‬‭student‬‭has‬‭the‬‭knowledge‬‭and‬‭ability‬‭to‬‭safely‬‭administer‬‭and‬‭safeguard‬‭this‬
‭medication,‬‭and‬‭the‬‭student‬‭can‬‭assess‬‭whether‬‭or‬‭not‬‭they‬‭are‬‭able‬‭resume‬‭activities‬‭without‬‭being‬‭assessed‬
‭by a nurse.‬

‭☐‬‭I‬‭authorize‬‭this‬‭medication‬‭to‬‭be‬‭administered‬‭by‬‭a‬‭RN.‬‭In‬‭the‬‭event‬‭that‬‭a‬‭nurse‬‭is‬‭not‬‭available,‬‭I‬‭authorize‬‭this‬
‭student‬‭to‬‭self-administer‬‭the‬‭above‬‭medication‬‭and‬‭receive‬‭assistance‬‭from‬‭a‬‭designated‬‭school‬‭representative,‬
‭if needed. I verify that this student has the knowledge and ability to safely administer this medication.‬

‭Physician’s Name: _________________________________________  Phone Number: ______________‬

‭Physician’s Signature:_______________________________________  Date: ______________________‬
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