EverGreen Elementary Medication Authorization

Student Name Date of Birth-

Telephohe#

Student's Home Address

Name of Medication (please print) Dose ‘Time{s) to Administer
Asthma Rescue Inhalers: My child may'carry & self administer the asthma rescué-Inhaler-r_‘_equest'ed_ above — !:';S
E_pinephrihe_ﬁuto—ilnjgdibn:_ My child may carry & seif administer ihe-autq-inj_ectéhIe'_eplneﬁh_rin_‘é_-réduested above |— I::Js

I the parent/guardlan of the abiove names student, sequest the prescription medication listed above be given at schoof, ) willnetify the schioolin writing
i there is a change or.cancellation of the.medicatian, | understand that students rriay not.carry or self:administer narcotics'or Leved Il Controlied
Substances, EverGreen has my permission to contact.the presctiber-aboiit this medication. Fauthorize the release ofInformation about the
adminlstration of this megication toapprapriate schoal personnel and classroom teachers who have 2 need to kiioiv. '

Date:

Parent/Guardian Signature

Nzme.of Medication (please print) Dose Time(s) to Administer

Administer fer: Full School Year: Partial Year: Begin End

Reason medication is given at schpol:

Side effects or contraindications:

If PRN, indications for use:

If PRN, actions after administration (if needed):

SELF-ADMINISTRATION OF PRESCRIPTION MEDICATION: Complete if applicable

Asthma Resciip Inhalers: Jt is my prefessional opinion that the student MAY carry and self-administer the asthra

rescue inhaler prescribed above

Epinephrine Auto-Injection: It is my professional opiniton that the student MAY carry and sef-administer the auto-
injectable-epinéphrine prescribed above. '

OTHER MEDICATIONS: It is:my professional opinion that the student MAY carry and self-administer the medication
prescribed above..

DISCONTINUING A PREVIQUS LY PRESCRIBED MEDICATION: Com plete if a_?lﬂli't:able

Please discontinue the administration of the medicztion listed belew:

T VES

Name of Discontinued Medication (Please Print) Dose Time(s} to Adminster

1authorize the administration of this medication to the student named above: | agree to be tontacted by-EverGreen Elementary as

needed regarding this medication.

Signature of Prescriber Prescriber’s Name (Please Print} Date



