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SELF ADMINISTRATION OF MEDICATION IN SCHOOL
---- >    ASTHMA INHALERS AND EPINEPHRINE DEVICES ONLY    < ----
   To Be Completed By The Parent / Guardian   
Student Name: _____________________________________________________    DOB: ___________________

I give permission for my child to self-administer the prescribed medication as indicated.    

I understand and agree that the school, school nurse and principal shall incur no liability as a result of any injury arising from the self-administration of medication by the student.  I release and hold harmless the school, school nurse and principal against any injury or claims that arise as the result of the self-administration of the medication by the student.  The medication will be brought to school in the original container and appropriately labeled by the pharmacy.  This request will terminate automatically at the end of the school year.  I agree the GBCS school staff may be advised that the student is carrying the medication.

_________________________________________________________________     Date: ___________________

Print Name of Parent / Guardian

_________________________________________________________________

Signature of Parent / Guardian

+ + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + +  + + + + + + + + + + + + + + + + + + + + + + + + + + 

   To Be Completed By The PHP (Primary Healthcare Provider)   
I request that the above named student be permitted to carry and self-administer the following prescribed medication at school.  I certify that the student understands, has received instruction in, and is capable of self-administration.
Diagnosis: ___________________________________________________________________________________

Medication: _________________________________________________________________________________

Purpose of Medication: ________________________________________________________________________

Dosage: ________________________________________      Route: ____________________________________

Time / Frequency: ____________________________________________________________________________

Start Date: ___________________________________     End Date: ____________________________________
Potential Side Effects: _________________________________________________________________________

_______________________________________________________________

PHP Name (Print)
_______________________________________________________________
PHP Name (Signature and Date)
+ + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + + 

   To Be Completed By The Student   
I agree that I will use this medication as directed by my PHP.  I will be responsible and careful in using this medication and should have the medication readily accessible.  I have been instructed on how to properly self-administer the medication.  I understand the side effects of improper use.  I will carry the medication in the original labeled pharmacy container.  I understand that if I do not abide by these instructions I may forfeit the right to carry and self-administer the medication.

Student Signature: __________________________________________________     Date: __________________ 
School Nurse: ______________________________________________________     Date: __________________
429 Joyce Kilmer Ave, New Brunswick, NJ  08901


T:  732.448.1052             F:  732.448.1055
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