Bremond ISD Health Office
REQUEST FOR SELF-ADMINISTRATION AND TO CARRY INHALER FOR TREATMENT OF ASTHMA

Medication MUST be brought to school in a container that is appropriately labeled by the pharmacy or physician.

Name of Student ____________________________________________ Date of Birth ________________

Student’s Diagnosis: _____________________________ Medication ______________________________

Dosage/Time of Administration ____________________________________________________________

Route of Administration and Instructions ___________________________________________________

__________________________________________________________________________________________
Start Date _________________________________  End Date ____________________________________

Physician (please print) ___________________________________ Phone Number _________________
Fax Number _________________ Address ____________________________________________________
I believe this student has the skills and knowledge necessary to safely administer and carry his/her own medication.

Physician’s Signature: _____________________________________  Date: _________________________
--------------------------------------------------------------------------------------------------------------------------------------- 

I request the privilege of giving and carrying the above medication as prescribed by the physician.  I understand the purpose, dose and possible side effects of the medications and the actions to take if side effects occur.  I agree to carry my inhaler on my person at all times.  I agree to self-chart the times I use my inhaler and to see the school nurse if desired effects are not obtained within the expected time frame.  I also understand that if I do not comply with the physician’s and school’s instructions or if I demonstrate a lack of responsibility, the nurse will notify those involved to review the situation and make changes in my health care plan.  

Student’s Signature: ________________________________ Date: ____________ Grade: _____________

I understand the responsibilities my child is assuming in the self-administration of the above medication.  I believe my child has the skills and knowledge necessary to safely administer and carry his/her own medication—inhaler.  I also give permission for the school to contact the above health care provider regarding the administration of this medication.

Parent/Guardian Signature: ____________________________________ Date: ____________________
Parent/Guardian Home Phone Number: __________________ Work Number ____________________
_____________________________________________         ________________________________________

Building Principal                              Date                      School Nurse                                 Date
