MCCAMEY INDEPENDENT SCHOOL DISTRICT
432-652-3666 EXT 342 FAX 432-652-4247


Physician Permission for Student to Self Administer Asthma Medication

STUDENT NAME: ____________________________________ DOB:______________ GRADE: ______________
Homeroom Teacher Name:____________________________________________________________________
Parent/Guardian:____________________________________________________________________________
Home #:_________________________ Work # :_________________________Cell #:_____________________



Physician Please Check:
_______ It is my professional opinion that _______________________________________________________
Should be allowed to carry and self administer the following medications at school or school related events for management of his/her asthma.  This student has been instructed in the proper way to use his or her medication and understands that these medications cannot be shared with any other person.

Medication Name:_________________________________________ Dose:_____________________________
When to use:_______________________________________________________________________________
How often can medication be repeated?_____________________ At what interval?______________________
Additional Instructions: ______________________________________________________________________

Physician Signature:__________________________________________________________________________
Print Name:________________________________________________________________________________
Date:__________________ Office #:____________________________ Fax #:___________________________
