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         EMERGENCY MEDICATION ADMINISTRATION 
SEVERE ALLERGY with Mild and/or Severe Symptoms 

 2019-2020 
STUDENT 

Name of Student  DOB  

School  Teacher/Grade  

Severe allergic reaction to (Specific Allergen/s):  

Exposure risk:   Ingestion   Skin contact   Bite/sting   Inhalation   Asthma:   Yes (high risk of reaction)  No 

MEDICATIONS (Check only medications that apply) 

 Epinephrine (Type): Dose  

 
Give for SEVERE symptoms OR for more than one MILD 
symptom (see below). 
 If checked, give epinephrine immediately if exposure to 
allergen occurred even if no symptoms are noted. 

CALL 911. 

 Antihistamine (Type) Dose  
Give for single MILD symptom. 
 

 Other (Type): Dose   

SEVERE SYMPTOMS MILD SYMPTOMS 
Mouth- Significant swelling of tongue/lips 
Skin- Hives, widespread redness or itching  
Lung-Short of Breath, wheezing, repetitive coughing  
Heart- Pale, blue, faint weak pulse, dizzy 
Throat- Tight, hoarse, trouble breathing/swallowing  
Other- Feeling impending doom, anxiety, confusion 

Nose- Itchy, runny nose, sneezing 
Mouth- Itchy mouth or throat 
Skin- A few hives, mild itch 
Gut- Mild nausea/discomfort 

 

Student may Self-carry/Self-administer Medication  Yes   No 
**Student will notify school personnel immediately if medication is self-administered. ** 

HEALTH CARE PROVIDER 

HCP Name/Title (Print)  Use for Provider Address Stamp 

Telephone  FAX  

Address  

HCP Signature  Date  

PARENT/GUARDIAN 
I request designated and trained Enid Public School personnel administer medication for my child as directed by this authorization.  I agree to release, indemnify, and 
hold harmless, the school district, school personnel, employees or agents from any lawsuit, claim, expense demand or action, etc., against them for administering my 
child this medication. 

 I understand that the prescriber will be called if a question arises about my child’s medication as allowed by HIPAA. 

 I understand that an adult must bring the medication to the school with the exception my child has been authorized by the health care provider and the 
school nurse to carry/self-administer the medication.   

 I understand that medications must be in a prescription bottle labeled with the name of the medication, name of the student, name of the prescriber, 
date, and directions for administration of the medication at school. 

 I understand that a new authorization form is required each school year and for changes in the medication time or strength. 

 I understand this medication cannot be given at any other time during the school day than what is prescribed above by the health care provider. 

 I understand that the medication is to be kept in the office at school with the exception my child has been authorized by the health care provider and the 
school nurse to carry/self-administer the medication.   

 I understand that at the end of the school year, an adult must pick up the medication, otherwise it will be discarded. 

 I understand that in the event of a field trip, athletic event or other activity outside of the school building, it is my responsibility to notify the teacher 
that medication needs to accompany my child. 

Parent/Guardian Signature  Date  

Parent/Guardian Phone #1  Phone #2  

Reviewed and approved by  School Nurse Date  


