
Date: _________________

______________________________________
Physician Signature *required for prescription medications

______________________________________
Parent/Guardian Signature

___________________________________________Medication taken to control asthma:

___________
Date

___________
Date

______________________________________
Parent/Guardian PRINTED NAME

______________________________________
Physician Printed Name

AUTHORIZATION FOR 
ASTHMA MEDICATION

ADMINISTRATION AT SCHOOL
This form must be renewed annually and is only valid for the current school year.

Student Name: ____________________________________ Grade: _____________

Asthma Triggers:

____________________________________________________________________

The above student has been diagnosed with asthma and on occasion will require the following

asthma medication to be administered at school:

_______________Dose:

INHALER MEDICATION

This student has been instructed and demonstrates the proper technique to administer
his/her asthma medication. He/she may carry and self-administer his/her inhaler during
the school day.

Yes No

___________________Drug:

___________________Frequency:

_______________Dose:

NEBULIZER MEDICATION

___________________Drug:

___________________Frequency:

All prescription medications must have a physician’s &

parent’s/guardian’s signature.

All medications administered at school must be checked in at

the main office/nurse’s clinic with required authorization.

Medication must be received in its original container and must

be labeled with the student’s name.

This authorization is valid for the school year named above and

must be renewed each year.

Notes from home will not be accepted as authorization for

dispensing medication.

MEDICATION POLICY REMINDERS:

FAITH
CHRISTIAN
ACADEMY 

INFO@FCALIONS.ORG
 407.275.8031 
 407.281 .3710

9 3 0 7  C U R R Y  F O R D  R O A D
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F C A L I O N S . O R G

Alyza Soto-Rosario
Cross-Out


