Student Infoymation

Studept nama Diata of hirth
Student addyess

Schaol . Grade/Class Teacher School year
L1st any known drug allergies/reactions Height; Weight

Prescyiher Authorization
Natne of medication Circumstance for Use
Dosage Route Time/Intervat
Date to begin medication . Dateto end medication

Circumnstances for use

Special instructions

Tieatment in the everst of an adverse reaction

Epinephrine Autolnjector @ Notappliceble
. [ Yes, asthe preseiiber | have determined that this student s capable of possessing and using this auteinjector appropriately and have provided the student
with training in the proper use.of the autoinjector. '

Asthrna Inhaler T Netapplicble )
[0 Yes, if conditions are satisfied per ORC3317.714, the student may possess and use the inhaler at school or at any activity event or progrem spomored by or Inwhich the

student's schocl Is a particlpant.
Procedures for school empleyees if the student Is unable to administer the medlcation or if it does not produce the expedted relief

Possible Severa Adverse Reaction(s) per ORC 3317716 and 3313.718 )
2)To the student for whom Ttls prescribed (that should be reported to the presciber) i

. byTa 2 student for whom je Ts ot prescribed who receives a dose:

Other madication instructions

Doas medicationtecuire refiigeration?  [1Yes O No Jsthe medication a controfled substence? TiYes [No

Date Phone Fax

Prescriber signature

Prescriber name (pring

feminder note for presciiber: CRC3I313.718 requires backup epinephrine autolrjactorand best practice tecommends backup asthmainhaler.

Parent/Guardian Authorfzation
@ )autherizean employee ofthe scheo! board to administer the above medication. i | understond that additionat parent/presariber signed statements will be necessarys if the
dosage of medication is changed. ¥f | also authorize the licensed heaithca e professionalto talk with the prestiber or pharrnadist ta darify medication order.

¥ Medieation form rmust be received by the principal, his/her designee, and/or the school nurse. B71 understand that the madication must be i ifie arlginal contaner and be properly
lebeled with the student’s name, presciber’s naime, date of presaiption, name ef medication, dosage, strengih, time interval, route of dmiristration and the dateof drug exphation

when appropriate. )
Date #1 contact phone #2 contack phorie

Pareni/Guardian signature

Parent/Guardian Self-Carry Authorization

O for fpinephrine Avioinjector Ax the porent/guardior of this student, ! authorfze my chifd o possess ond use an epinephrine outolnfector, o5 prescribed, at the schoof and ony activily; evenl, or
progrum sponsorec by or i which the student’s schoolls a partirlpant. funderstondthatd school empleyee will Immedintely request assistance fiom on emergency medicol service provider iFthis

wnedication s administered, Iwill provide a backup doseof the medication to the school prindipal o nurse os reguired by Jaw

ForAsthma nhaler: As tha paent/guardion of this student; | authorize my chifd to possess ond vse on asthivia Inhaler os prescribed, o the school and any octhity, event, orpro.girar sponsored by

O
arinwihich the student’s school s a parHeipant:

Date #1 contact phone #2 contact phone

Parent/Guardian signatlire




