
ASTHMA MEDICATION AUTHORIZATION FORM 
 

School Year:         

School:         

PHYSICIAN’S ODER 

Name of Student:             

Name of Medication:            

 Dosage:             

 Time/Frequency:            

Reason for Medication:            

Possible Side Effects:            

Estimated Termination Date:           
(All authorizations expire at the end of the school year.) 

� Child is knowledgeable about this medication and how to administer it 
� Child may self-administer medication 

Date:       

Physician’s Signature:          

Address:            

Telephone Number:          

 

I request that my child be allowed to self-administer the above named medication 
and this authorization releases the North Lamar ISD and its employees and agents 
from liability or indemnity for any injury arising from the self-administration of 
this prescription asthma medicine while on school property or at a school-related 
event or activity. 

 

Date:     Parent/Guardian Signature:       



Emergency Care Plan 
Asthma 

Date:          School:       

Student:        Grade:     DOB:     

Parent(s) or Guardian(s):        Home Phone:      

          Father’s Work:     

          Mother’s Work:     

Primary Care Provider:         Telephone:      

Medical Diagnosis:              

Symptoms Action 
 
 
Coughing for prolonged periods 
 
Wheezing musical sounds in chest; unusual noises 
with breathing 
 
Shortness of breath, difficulty breathing 
 
Tightness of chest 
 
Anxious expression 
 
Stopping activity, not wanting to walk fast or run 
 
Hunching over to breathe 

1. Student should go immediately to nurses office 
accompanied by another student or adult.  Do 
not send alone. 

2. Give Quick-relief “Rescue” medication: 
 
 
 
 
3. Remove student from trigger-stop activity 

participation, remove from area of allergen.  
4. Keep student in nurse office and monitor 

breathing.  Speak calmly and reassuringly.  
Encourage student to relax, sitting up in a 
comfortable position.  Encourage slow, deep 
breathing. 

5. If symptoms are not relieved after 20 minutes, 
repeat medication dose (#1) (if on doctor orders) 

6. Nebulizer treatment (if ordered) 
7. Contact parents 

1. Struggling to breathe, sucking in of skin 
2. Bluish discoloration of lips, nails, between ribs 

from breathing in hard; pallor in students of 
color; unusual noises with breathing 

3. Sweaty, clammy skin 
4. Not wanting to lie down 
5. Declining level of consciousness 
6. Talking in short, clipped sentences 

If any of the symptoms #1 thru #6 are present, call 
911 and contact parents. 

 

School Nurse:          Date:      

Parent/Guardian:          Date:      
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