Asthma Medication Authorization

to access and use prescribed medications during school
ONE FORM PER MEDICATION

Date of Birth School Year
School HR/Grade

Student Name

Home Address

( Healthcare Provider to Complete:

Grace Christian School urges scheduling doses for times outside of school.

| verify the above student should receive this medication at school for treatment of
Dosage Route

Medication

Administration Time(s) Beginning Date Expiration Date or end of school year

Instructions and precautions

Possible side effects to report to the healthcare provider,

If the medication does not provide relief

Other medications prescribed to this student (home & school)

For asthma inhaler: The student has demonstrated the proper use of the medication? Oyes Cino
The student is capable and may carry and self-administer medication per ORC 3317.716 and 3313.718. Clyes Clno
Healthcare Provider Signature Date
Provider Name :" “‘l
1 1
Practice Address i ]
: 5
' '
K Phane Fax . /.J
4 . N
Parent to Complete:
Phone Numbers or

Parent/Guardian Name

To the Parent or Guardian: The following information is necessary for any student who uses medication in school.

Both the parent and healthcare provider portions of this form must be completed.
A new Medication Authorization form is required each school year and when there is a change in the medication.

[
L
I authorize the student named above to have access to and use the medication as ordered above.
I understand my student’s inhaler will be stored in the school medication cabinet to ensure its availability for their use and will
have the assistance of trained staff as needed unless he/she is authorized to self-carry and administer.
If my student is determined capable to self-carry and self-administer by parent, healthcare provider and school nurse, then |
authorize my student to carry and use his/her inhaler as prescribed above, at school/school events: Oyes Ono. My student is
to report to schoaol clinic/office after using medication.
| understand the medication must be in the original container and properly labeled with student’s name, date, prescriber’s
name, name of medication, dosage, strength, route and time of administration and drug expiration date.
I assume responsibility for the safe delivery of the medication to school and will notify the school immediately with any
medication changes.
I authorize Grace Christian School Health Services staff ta communicate with the student’s healthcare provider as needed.
I release and agree to hold the Board of Education, its officials, and its employees harmless from any and all liability for

damages or injury resulting directly ar indirectly from this authorization.
Date J

\Parent/Guardian Signature




Guidelines for Medications at School

Students needing to take medication during school hours must follow these guidelines:

e Provide the school nurse with a completed Medication Authorization Form signed by
both the parent/guardian and the healthcare provider.

e A new Medication Authorization Form must be completed each school year AND
when the medication or dose has changed.

o All medication must be in the original container in which it was dispensed by the
healthcare provider or pharmacy and be labeled with the correct dose and
instructions.

o The label must match what is on the Medication Authorization Form.

o Students taking a medication at both school and home can request 2 separate
labeled bottles from the pharmacy to divide the pills to have some at home and
school.

o Students using an inhaler, epinephrine pen or other emergency medications at
school can request 2 prescriptions from the healthcare provider in order to have a
supply at home and school.

« School personnel cannot give over-the-counter medications unless prescribed by a
healthcare provider. A Medication Authorization Form must be completed.

Prescribed over the counter medications follow the same guidelines as stated
above for prescribed medications. (Over the counter medications include pain
medication such as Tylenol, cough medicine, ointments.)

» Medications ordered three times a day or less, unless time is specified, may not need
to be taken at school. The medication should be given before school, after school and
at bedtime.

« All unused medication must be picked up by the parent/guardian on the
last day of school/camp or it will be discarded.



Astima Action Plan

DATE: / / PATIENT NAME

WEIGHT: PARENT/GUARDIAN NAME PHONE

HEIGHT. PRIMARY CARE PROVIDER/CLINIC. NAME PHONE

DGEB. / / WHAT TRIGGERS MY ASTHMA =

Bassline Savarity

Best Peak Flow

Always use a holding chamber/spacer with/ without a mask with your inhaler. (circle cho:b.;é)

'GREENZONE  DOING WELL

Step 1: Take these controller medicines every day:

MEDICINE HOW MUCH WHEN
= Slesping sl igh g s e e e =
Peak Flow IS between: — e = s e r—
and I Step 2: i exercise triggers your asthma, take the {ollowing medicine 15 minutes before exercise or sports.
B0-100% prEISDJ’EIb&Sf MEDICINE HOW MUCH
FELLOWZONE ﬁfmhir} VORSE CAUTION
You have ANY of these:

RIS Nved 1o bresthes Step 1: Keep taking GREEN 2OMNE medicines and ADID quick-relief medicine:
= Coughing .. puffs or 1 nebufizer treatment of
= Wheezing Repeat after 20 minutes if needed (for a maximum of 2 treatments).

= Tightriess in chest
= Cannot work/play easily Step 2: within 1 hour, if your symptoms aren't better or you don't return to the GREEN 2ONE,

= Wake al night coughing lake your oral steroid medicine and call your health care provider today.
Peak Flow is between:
and Step 3: Ifyou are in the YELLOW ZONE more than 6 hours,
50-78% of personal best or your symptoms are getting worse, foliow RED ZONE instructions.

RED ZONE EMERGENCY GET HELP NOW!

Step 1: Take your quick-relief medicine NOW:

MEDICINE HOW MUCH

or 1 nebulizer treatmentof e

Lps or fingemals ! AND

. are grey or bluish
Peak Flow is bstwesn: Step 2: Call your health care provider NOW
and AND
Go to the emergency room OR CALL 911 immediately.
Below 50% of personal best

This Asthrma Action Plan provides autharization for the administration of medicine described in the AAP.
This child has the knowledge and skills to self-administer quick-ralief medicing at schoo! or daycars with approval of the school nurse.

DATE: ! { MO/NP/PA SIGNATURE

This consent may supplement the school or daycare's consent to give medicine and allows my child's medicine (o be given at school/daycare.
My child fcircle ong) may / may not cary, seif-administer and use guick-relisf medicine at school with approval from the schoal nurse (if applicable).

DATE: / L PARENT/ GUIARDIAN SIGNATURE
FOLLOW-UP APPOINTMENT IN AT PHONE
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