AUTHORIZATION FOR ADMINISTRATION OF INHALED ASTHMA MEDICATION

I. To Be Completed by Licensed Physician

Child’s Last Name Child’s First Name
Sex [ |Male [ ]Female
Date of Birth
Physician’s Name Telephone
Fax Emergency Telephone

Medication Name

Dosage

Medication is administered daily. [ ] Yes [_] No If Yes, what time?

Medication is administered as needed. [ ] Yes [ ]| No

If Yes, what are the indications?

If needed, how soon can administration of medication be repeated?

The medication cannot be repeated more than times.

Side Effects

Comments

has been instructed in the proper way to use
his/her inhaled asthma medication. It is my professional opinion that he/she should be
allowed to carry and use this inhaled medication as prescribed if needed prior to exercise or
to alleviate asthma symptoms.

Physician’s Signature Date



II. To Be Completed by Parent/Guardian

I give my permission for my child to carry and self-administer inhaled asthma
medication if needed before exercise or to alleviate asthma symptoms as directed by his/her
physician.

I request that my child be assisted by authorized school personnel in taking the
medication described above while at school.

Authorization is also hereby granted to release this information to any appropriate school
personnel who interact with my child.

Parent/Guardian Signature Date



