
Rev. Shaker Heights Schools, August 2021 

SCHO
O

L M
EDICATIO

N
 PERM

ISSIO
N

 FO
RM

 

Student N
am

e: ___________________________________________________ DO
B: __________________ Grade: ____ Teacher: __________________________ 

School: ______________________ Address: _______________________________________________________ School Fax #: ____________________________ 

                      TO
 BE CO

M
PLETED BY HEALTH CARE PRO

VIDER   Please print clearly and com
plete ALL sections. 

N
AM

E O
F M

EDICATIO
N

 
(If m

edication is for asthm
a see the reverse side 

for asthm
a action plan.  M

U
ST be com

pleted by 
the health care provider and parent.) 

STREN
GTH 

DO
SE 

RO
U

TE (circle) 
FREQ

U
EN

CY 
(include m

inim
um

 tim
e 

interval for prn dosing) 
DIAG

N
O

SIS 
START 
DATE 

STO
P DATE 

 
  

 

Tablet/Capsule (oral) 
Liquid (oral) 
Inhaler/N

ebulizer 
O

ther_________ 

_____________________ 
O

R 
as needed every ______ hours 

 
 

__/__ 

__/__ 
O

R 
EN

D O
F SCHO

O
L 

YEAR (circle) 

 
  

 

Tablet/Capsule (oral) 
Liquid (oral) 
Inhaler/N

ebulizer 
O

ther_________ 

_____________________ 
O

R 
as needed every ______ hours 

 
 

__/__ 

__/__ 
O

R 
EN

D O
F SCHO

O
L 

YEAR (circle) 

 
  

 

Tablet/Capsule (oral) 
Liquid (oral) 
Inhaler/N

ebulizer 
O

ther_________ 

_____________________ 
O

R 
as needed every ______ hours 

 
 

__/__ 

__/__ 
O

R 
EN

D O
F SCHO

O
L 

YEAR (circle) 

Precautions and/or adverse reactions to report ___________________________________________________________________________________________ 

D
ate: ________ H

ealth C
are Provider Signature: _______________________________ H

ealth C
are Provider N

am
e: ___________________________________ 

Address___________________________________________________ Phone N
um

ber: ________________________ Fax N
um

ber: ______________________ 
 TO

 BE CO
M

PLETED BY PAREN
T O

R G
U

ARDIAN
: I give m

y perm
ission for (N

am
e of child) ________________________________ to receive the m

edications listed above 
at school according to standard school policy.  The school nurse (or other school personnel) involved w

ith the supervision of m
y child’s health has m

y perm
ission to exchange 

health inform
ation w

ith the health care provider. 
Parent/Guardian Signature: _________________________________ Parent/Guardian N

am
e: __________________________ Date: ____________ 

Parent/Guardian Phone N
um

bers: Cell: _________________ Hom
e: _________________ W

ork: _________________ O
ther: __________________ 

Please note: M
edication m

ust be delivered to school by a responsible adult in the container in w
hich it w

as dispensed by the prescribing health care provider, licensed pharm
acist 

or pharm
acy. If the m

edication or dosage is changed, a new
 form

 m
ust be com

pleted. THIS FO
RM

 M
U

ST BE CO
M

PLETED EVERY SCHO
O

L YEAR.  
_______________________________________________________________________________________________________________________________________________ 

TO
 BE CO

M
PLETED BY SCHO

O
L:  Date received at school: __________________ School N

urse Signature: _________________________________                                                                                                          



ASTHMA ACTION PLAN

Student Name________________________________________ Homeroom Teacher_____________________________

TO BE COMPLETED BY PHYSICIAN
Please circle student’s known asthma triggers: pollens stress/anxiety cold air exercise

allergy (please specify)____________________________________ other trigger(s)______________________________

Current medications for asthma control:___________________________________________________________________

___________________________________________________________________________________________________

Asthma medication to be given at camp:___________________________________________________________________

___________________________________________________________________________________________________

Is student capable and responsible for self-administering this medication? Yes No

May student carry inhaler? Yes No

Note: A school district may choose to follow more restrictive procedures regarding student’s self-administration.

If an asthma attack occurs, follow these steps:

1.__________________________________________________________________________________________

2.__________________________________________________________________________________________

3.__________________________________________________________________________________________

4.__________________________________________________________________________________________

Other special instructions: _____________________________________________________________________________

Date: ________________Physician’s Signature:__________________________________________________________

TO BE COMPLETED BY PARENT/GUARDIAN
I understand that:
● if symptoms are not relieved by steps taken above and indicate the need for emergency care, school personnel will

activate the 911 emergency system.

● if my child self-administers asthma medication in locations other than in the presence of the camp nurse, it is my
responsibility to review with my child when he/she should seek medical assistance.

● if I am not available at numbers listed on reverse side, contact:

Name___________________________________________ Phone Number_____________________________________

Additional Comments:_______________________________________________________________________________

___________________________________________________________________________________________________

Parent/Guardian Signature_______________________________________________Date________________________

TO BE COMPLETED BY SCHOOL
Date received at school/camp______________________ Nurse Signature_________________________________
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