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Physician Authorization (To be completed only by a California physician issuing the prescription(s)) 

Patient/Student Name:  _______________________________________   DOB: ____________________ 

Date of Last Medical Evaluation: _______________________________ 

      Name of Medication:                   Dosage/Method of Admin./Time of Day:                       Discontinue: 

#1: _____________________________________________________________________________________________ 

#2: _____________________________________________________________________________________________ 

#3: ____________________________________________________________________________________________ 

#4: ____________________________________________________________________________________________ 

Special Instructions/Storage/Administration Procedures/Precautions: ____________________________________ 

#1:  ______________________________________________________________________________________________ 

#2:  _____________________________________________________________________________________________ 

#3:  _____________________________________________________________________________________________ 

#4:  _____________________________________________________________________________________________ 

______   I authorize designated school district personnel to assist my patient with medication administration, 
monitoring, and testing according with these Instructions. 

_____ I authorize my patient to carry and self-administer __ an auto-injector epinephrine pen, __ an asthma inhaler, 
or __insulin according to instructions I have provided to my patient. 

________________________________________________ __________________________ 
Print Name of Physician CA Medical License Number 

________________________________________________ NPI#______________________ 
 Physician’s Signature 
________________________________________________ ORP     ____Yes       ____No 
 Physician Telephone Number 
________________________________________________ Date ______________________ 
 Physician Facsimile Number 

 07262024




