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Fairfield City School District

Self-Medication For Asthma Inhalers Authorization Form  

TO BE COMPLETED BY PARENT/GUARDIAN

Student Name:_____________________________   Birthdate:__________  Grade:__________ Address:______________________________________________________________________
1.If possible parent/guardian will provide an inhaler for the clinic in case student forgets the medication.

2.If possible the student will report use of the medication to the nurse in the clinic.
Parent/Guardian Name:__________________________________________________

Parent/Guardian Signature:_______________________________________________

Phone(Home)___________________________________

          (Work)___________________________________

          (Other)___________________________________
TO BE COMPLETED BY PHYSICIAN


Medication:____________________________________________________________________

Dosage:_______________________________________________________________________

Time:_________________________________________________________________________

Date to begin:_________________________                               Date to end:_________________________

Adverse reactions to be reported to the physician:______________________________________

_____________________________________________________________________________________
Adverse reactions for unauthorized user:_____________________________________________________
____________________________________________________________________________________________

Procedure to follow in the event that medication does not produce the expected relief from student’s asthma attack:______________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Other special instructions:___________________________________________________________________

____________________________________________________________________________________________

This patient has been instructed in the proper use of this medication, the expected results and possible side effects and is capable of carrying and self administering this medication.  
Physician Name:_________________________________________  Phone:________________  

Physician Signature:_________________________________________  Date:_________________________

