
HS 501 AR   
Authorization for Administration of Medication for Life-Threatening 

Allergic Reaction at School and School Sponsored Events 
RCW 28A.310.320, RCW.28A.210.260 and 

 270, WAC 110-300-0215, 3420 SB Policy, 3420P SB Procedure 

 
  صف :________ _______: ___لميل _______________________:الطالب:_______________________ اسم

 

_: ___________________________________/ _ _______________________:المدرسة:
 

 

LICENSED HEALTH CARE PROVIDER (LHCP) ORDERS – EMERGENCY MEDICATIONS                     
THIS PORTION TO BE COMPLETED BY LHCP WITH PRESCRIPTIVE AUTHORITY (e.g., MD, DO, ARNP, DDS, etc.) 

LIFE-THREATENING ALLERGY:___________________________________________    ☐  Ingestion    ☐   Touch    ☐  Inhalation  

Other Allergies:______________________________________________________    Date of last reaction, if known:_________ 

Anaphylaxis signs: trouble breathing, hives, swelling of lips/tongue/throat, hoarse voice, nausea, vomiting, dizziness, feeling of doom 

If school nurse is NOT AVAILABLE epinephrine WILL be given by trained staff without delay for ANY allergy symptoms or suspected/known 
exposure to allergen(s).  Student must be monitored by medical personnel or parent/guardian and may NOT stay at school.  

INJECTION                   ☐  Epinephrine (0.3 mg - approximately  66 lbs and above) Injection to Outer Thigh Muscle    

CALL 911:                     ☐  Epinephrine (0.15 mg - approximately 33 lbs- 66 lbs)  Injection to Outer Thigh Muscle  

                                       ☐  Epinephrine (0.1 mg - approximately 16.5 lbs - 33 lbs)  Injection to Outer Thigh Muscle  

                                           Student trained to:  Self-Carry   ☐ Yes   ☐ No                     Self-Administer   ☐ Yes   ☐ No   

                                          ☐ Neffy (2 mg is for those 66 lbs and above) intranasal 

                                      ☐ Neffy (1 mg is for those 4 years and older, who weigh 33 lbs to less than 66 lbs) intranasal 

                                           Student trained to:  Self-Carry   ☐ Yes   ☐ No                     Self-Administer   ☐ Yes   ☐ No   

                                            ☐  Repeat Epinephrine in__________  minutes if EMS has not arrived and if additional medication 
available. 

 

ORAL:                                 ☐  Antihistamine__________________________by mouth __________mg  

                                                Student trained to:  Self-Carry   ☐ Yes   ☐ No                     Self-Administer   ☐ Yes   ☐ No  

ASTHMA: Yes ☐  No ☐   If history of asthma and wheezing, shortness of breath, or complaints of chest tightness with allergic reaction:     

                                            ☐  Rescue Inhaler  ☐  2 puffs   ☐  4 puffs of _________________________    ☐  Use spacer                                      

                                                    Student trained to:  Self-Carry   ☐ Yes   ☐ No                     Self-Administer   ☐ Yes   ☐ No 

 SIDE EFFECTS: Epinephrine:-increased heart rate   Antihistamine – sleepiness    Inhaler: increased heart rate, shakiness 
 

     LICENSED HEALTH CARE PROVIDER  (LHCP) ORDERS – NON ANAPHYLAXIS MEDICATIONS  
Use this section for asthma/allergy symptoms not related to epinephrine administration   

Diagnosis/ 
Condition 

Medication Dosage Route Time/Frequency 
 

Side Effects *Self 
Carry 

*Self 
Administer 

       Y    N     Y       N 

       Y    N     Y       N 

       Y    N     Y       N 

 *Marking “yes” to self-carry/administer indicates that the LHCP has provided instruction in the purpose and appropriate  method/frequency of use, 
and that the student is capable and safe to self-carry and/or self-administer.   

I request and authorize that the above-named student receive the above identified medications in accordance with the instructions 
indicated beginning ____/____/____ not to exceed current school year and Summer School or otherwise specified____/____/____ 
 

LHCP’s Signature:_____________________________________​     Date:________________                                         Clinic Stamp 

LHCP’s Name:________________________________________​     Phone Number:(_____)______________​  

LHCP’s Address:______________________________________​      Fax Number:(_____)________________ 

 النموذج لإكمال اقلب



.الوصي. / الوالد قبل من النموذج هذا توقيع يجب

_:______________التاريخ:          _____________

_:______        الت________  (:___________________________________________________ذ)حمل الطالب توقيع

 

 

 

School Nurse Signature: ____________________________ Printed Name:___________________________         Date:_______________ 

 

 المدرسة في الدواء إدارة
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 الوصي / الوالد قبل من الجزء هذا إكمال يتم
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