PRATTVILLE CHRISTIAN ACADEMY MEDICAL AUTHORIZATION

Parent/Legal Guardian Acknowledgement of 

Student Self Administration of Asthma or Other Breathing Related Medication

I hereby affirm that my child _______________________________ is currently enrolled as a student at Prattville Christian Academy and is currently being treated for asthma or other breathing related disease under the care of the following physician:


__________________________________________

I also affirm that he/she has been instructed in the proper self-administration of the prescribed asthma or other breathing related medication by his/her attending physician.

As his/her legal guardian, I understand that the permission for the self-administration of asthma or other breathing related disease medication(s) shall only be effective for the school year in which the permission is given, and that permission may be granted in subsequent years for my child provided that the required forms are re-submitted each school year.

I understand that upon obtaining permission to self-administer the prescribed asthma or other breathing related disease medication(s), my child shall be permitted to possess and administer the prescribed medication(s) at any time while on school property or while attending school sponsored activities.
I also hereby acknowledge that as the parent/legal guardian of _____________________, I shall indemnify and hold harmless the school, it s employees, directors, representatives, agents and assigns against any claim(s) that may arise relating to my child’s self administration of prescribed asthma or other breathing related medication(s).

_____________________________

______________________________

Signature of parent/guardian


Printed name of parent/guardian

_____________________________

Date

PRATTVILLE CHRISTIAN ACADEMY MEDICAL AUTHORIZATION
Student Self Administration of Asthma or Other Breathing Related Medication

Physician Authorization

_________________________________ is currently a patient under my care for the treatment of asthma.
I hereby verify that he/she has been instructed as to the proper procedure to self-administer the prescribed asthma or other breathing related disease medication(s) listed below:

Medication




Dosage____________________

______________________________________________________________

______________________________________________________________

The length of time that the medication(s) is prescribed for:  ________________________________________________________________________

________________________________________________________________________

SPECIAL INSTRUCTIONS OR CIRCUMSTANCES, IF ANY, UNDER WHICH THE MEDICATION(S) SHOULD BE ADMINISTERED:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

_________________________________
______________________________
Signature of attending physician

Printed name of attending physician

Physician’s Office Address:


______________________________







Date

_________________________________

_________________________________

_________________________________

Phone: (      )____________________
