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For School Year __________ 

Request for Administration of Medication


Notice to Parents:  Medication MUST be brought to school by the PARENT/LEGAL GUARDIAN in a container that is appropriately labeled by the pharmacy.

It is desirable that medication not be administered during school hours.  However, in order for schools to safely administer medication, the following regulations should be observed:

1. The school nurse should comply with written orders by using this form obtained from the child’s medical provider. Using this form, the parent or guardian requests that the school district comply with the orders.  

2. The name of the drug, dosage, and interval the medication is to be taken are detailed below.

Student’s Name (last, First, MI):
Student’s Date of Birth:

Student’s Diagnosis:

                                        ASTHMA
Today’s Date:

School:
Grade:
Home Phone:

NAME OF MEDICATION
DOSE/ROUTE


TIME



Albuterol/Proventil/Ventolin

· 90mcg per puff with/without aerochamber
· _____cc (5mg/cc solution) in 2-3cc normal saline nebulized
Give 2 puffs/1 nebulizer every 4 hours as needed for cough, wheeze, shortness of breath
PRN at anytime during the day.  For exercise, give 2 puffs 30 minutes before exercise – may repeat 2 puffs either during or after exercise for one dose

ASTHMA ATTACK

If student exhibits signs of wheezing, shortness of breath, or persistent cough, or peak flow is in the yellow zone – give the following:
4 puffs/1 nebulizer treatment using Albuterol or Proventil or Ventolin
Repeat a treatment every 20 minutes for the first hour.  If no relief:  Call 911

If chest/ribs and neck muscles suck inward, if student can barely speak, if lips and fingernails turn gray/blue, or peak flow is in red zone – immediately call 911 and give:


4 puffs/1 nebulizer treatment using Albuterol or Proventil or Ventolin
Repeat a treatment every 20 minutes until emergency assistance arrives.

Possible side effects:
  *expect an increase in heart rate and “shakiness” of hands
Treatment for side effects:  Keep student calm.


Provider signature:


Phone:

I hereby give permission for the school to administer the medication as prescribed above.  I also give permission for the school to contact the above health care providers regarding the administration of this medication.

Parent/Guardian Signature:


Date:

Home Phone:

Work Phone:
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