' PLEASE DETACH BEFORE COMPLETING

School Districh: Schoal: - Grada:

AUTHORIZATION FOR THE ADMBNISTRATION OF MEDICINE BY SCHOGL PERSDMNEL
Ceaneciicut Slate Law and Regulstionz 10- 21 2{a} require a written medication order of an awthorlzed presceiber, {physician, dentisl, advanced practics regliterad
nurse or physiclan's dssistani) and par enf.'e;*uafcyun i nfzer sutharization, for the nurse, orin the abssnce of the nurse, & designaied princival or feacher to administer
madication. ’V&}df&.ﬁi‘-GHQ must be in the originat properly labeled containar.and mspmsea’ by a ;;%us iclan/pharmgcist.

Frescriber's ﬁ;m wirization

Name of Stident: o e Dateof Birth:

Agidress

Condition for which drug is being administered:

LBrug Name: Dose; : Houls:
Tirme of Administration: _ ' ' _ 1 PRN, fraquency:

oy

Felavant @ade a?;eci’a ;wj N‘i}ﬂé: f:xps,o’cﬁ 'E___m_i ;‘Speaéfy

A;_Lm@ . e } iYE::,_.;-- {Sp{:{:@f}f}
Medication shall be admﬂmaﬂgemd from: '_ ; SO e , :
Month / Day / Year - Month / Day / Year
Proscriber's Names/Title: -
{(Tvpe or pring
Telsphone: : Fa
Agldress:
Preseriber's Signaturs: L : Date: 0

Use for Prasoriber's Stamp

. g g i

PARENT/GUAR ﬁﬁ%fiﬁz AUTHORIZATION
{:-hereby request that the above ordared madication be administered by sehool parsonnel. | understand that | an
of medicatian. | undarstand that fhis medication will ba westroyed i
whizhevar comes first, .

£ aupooly Ha achoo! wftﬁ e more f"‘faﬂ a 45 day supply
nat picked up WHEN one wesk following fermination of the order or me iast Gay of schavl,

Parent/Guardian Signatura: ' e N : Date:

Parent’s Mome FPhone # . : _ Work 4

‘%"'L Ab M“%‘»E STRATION OF MEDICATION AUTHORIZATION { APPROVAL

Self admiristration of medication may be suthorzed ; 2y e prescriber and parentiguardian and must be 3pproved by the schoof hurse in accordance with Board poficy.

Fraseriber's authorization for self admibistration: ) B V58 {] Mo 7 . :
: : ' Bignature - Date

Parent/Guardian authorization for self administrating: U Yes U Mo

Signature. : Date



Asthma Action Plan

Name: Date:
Birth Date; Provider Phone #: Provider Fax # .
Patient Goal:

Parent/Guardian Phone #

important!: Things that make your asthma worse: (Triggers) [J dust[J pets [Imold £ smoke Tlpollen 7] other

Severity: 7 severe Persistent £3 Moderate Persistent [T Mild Persistent £ Mild Intermittent

PERSONAL BEST PEAK FLOW:
You have gif

of these: MEDICINE HOW MUCH HOW OFTEN / WHEN

* Breathing is good

¢ No cough or
wheeze

= Sleep through
the night

¢ Can work

and play

You have any
of these: r5E]
* First signs of a cold =
= Exposurs fo
known trigger
+ Cough
o Mild wheeze
= Tight Chest

ith green zone medicine and add

e

MEDICINE HOW MUCH HOW OFTEN / WHEN

Peak flow
Tof..

» Coughing
at night

CALL YOUR HEALTH CARE PROVIDER:

Your Asthma is

getting worse

fast:

= Medicine is not
helping

Breathing is
..hard and fast

= Nose opens

;‘ffa n Get help from a provider now! Do not be afrald of causing a fuss. Your provider will want to
108 sNow

Can't talk see you right away. It's important! I vou cannot contact your provider, go directly to the
wae?l a emergency room and bring this form with vou, DO NOT WAIT.
Make an appointment with your primary care provider within two days of an ED visit or hospitalization.

MEDICINE HOW MUCH HOW OFTEN / WHEN

®

a

a

Provider Signature: Date:

PARENT/GUARDIAN TO COMPLETE THIS SECTION:

f, give permission to the school nurse and/or the school-based heaalth
( parent/guardian name-pleasa print)

clinic to exchange information and otherwise assist in the asthma managament of my child including direct communication with my

chitd's primary care provider Date:
( parent/guardian signature)

REFER TO THE BACK OF THE LAST PAGE FOR THE MEDICATION AUTHORIZATION FORM




