
FAITH
CHRISTIAN
ACADEMY 

Date: _________________

______________________________________
Physician Signature *required for prescription medications

______________________________________
Parent/Guardian Signature

___________________________________________________________Allergy(ies):

_______________Dose:

___________
Date

_______________Name of Antihistamine:

___________
Date

______________________________________
Parent/Guardian PRINTED NAME

______________________________________
Physician Printed Name

AUTHORIZATION FOR 
EMERGENCY MEDICATION

FOR SEVERE ALLERGIC REACTION
This form must be renewed annually and is only valid for the

current school year.

Student Name: ____________________________________ Grade: _____________

List symptoms this student usually exhibits when having an allergic reaction:

____________________________________________________________________

If this student exhibits the above symptoms, or if ingestion of allergen, exposure to allergen,

or insect sting is suspected, IMMEDIATELY give:

ANTIHISTAMINE Yes No

_______________Dose:

_______________Name of Inhaler Med:

INHALER Yes No

_______________Dose:

_______________Name of Medication:

OTHER MEDICATION Yes No

EPI-PEN & CALL 911 Yes No

EpiPen EpiPen Jr.

If this student appears to have trouble breathing, appears in distress in any way, or if
symptoms progress after giving above medications, immediately give:

EpiPen EpiPen Jr.

AND CALL 9-1-1 IMMEDIATELY!!!

Parent Contact Info:

_________________Home Number

_________________Mom Cell

_________________Dad Cell

_________________Mom Work

_________________Dad Work

INFO@FCALIONS.ORG
 407.275.8031 
 407.281 .3710
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