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HEALTH CARE PROVIDER INSTRUCTIONS FOR GIVING MEDICATION IN SCHOOL

Student Name:  _____________________________________________  Date of Birth: _________________  Grade: ____________
Allergies: ___________________________________________________________________________________________________          

Medication Name: _____________________________________________         Route: ____________________________________ 

Reason for Administration: ____________________________________________________________________________________ 

Exact Dose to be Given (Must specify in mg and/or # of puffs) ________________________________________________________ 

Time/Frequency of Administration: ____________________________ If  prn, frequency: __________________________________ 

If prn, for what observable signs & symptoms:_____________________________________________________________________ 

Medical necessity to self carry: (please specify)____________________________________________________________________ 

Duration of Administration: ___________________________________________________________________________________ 

Relevant Side Effects:   None Expected __________     Specify: _______________________________________________________ 

Health Care Provider Signature:  (no stamps) _______________________________________________   Date: ________________ 

Health Care Provider Name Printed _____________________________________________________________________________ 

Phone: ____________________________________________     Fax: __________________________________________________

I, the above signed physician, certify that the above named student has anaphylaxis/asthma and is capable of carrying and self-administering the above quick-relief anaphylaxis/asthma medication. (Texas Inhaler Law.) ( ) Yes ( ) No
════════════════════════════════════════════════════════════════════════════════════
Student Agreement

As the above named student, my signature below indicates that I understand and agree to the following:

1. I agree to never share  or ask another student to carry my medication or health procedure equipment in school and/or at school-related activities.

2. I agree  that, if there are  any problems or  adverse side effects or after  self-administering the medication or performing the health procedure, I will ask a teacher or other school staff member for assistance and/or to notify my parent/guardian or the School Health Office.

3. I agree to inform a teacher or other school staff member immediately if I lose my medication or health procedure equipment in school and/or at school-related activities.

Student’s Signature:  ____________________________________________________________________  Date:   ___________________

════════════════════════════════════════════════════════════════════════════════════
PARENT/LEGAL GUARDIAN AUTHORIZATION

· I request designated school personnel to administer the medication as prescribed by the above health care provider. 

· I authorize the school health office to communicate with the health care provider as needed. 

Parent/Legal Guardian Signature:____________________________________________________________  Date: _____________________        
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