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Authorization-Asthma or Airway Constricting Medication Self- Adrmmstrauran s o 1e
Conssnt Form Sty

bl
Student's Name (Last), (First) (Middle) Birthday School

In order for a student to self~administer medication for asthma or any airway constrzchn g
disease: :

e Parent/guardian provides signed, dated authorization for student medwa.tmn self—
administration. :

« Physician (person licensed under chapter 148, 150, or 150A phymman ph)fslclarl it
assistant, advanced registered nurse practitioner, or other person licensed or regxstemd._.-
to distribute or dxspense a prescription drug or device in the course of professional
practlcc in Jowa in accordance with section 147.107, or a person licensed by: anothcr
state in a health field in which, under Jowa law, licensees in this state may-legaliy-, i B
prescribe drugs) provides written. authorization containing:

o purpose of the medication,
‘o prescribed dosage,

o times or; i
o special circumstantes under which the medication is to be admlmstcrsa 2

¢ The medication is in the original, labeled container as dispensed or the manufapturer s
labeled container containing the student name, name of the medication, dJ,tectmns sz
use, and date. ' :

e Authorization is renewed axmually If any changes occur in the medication dosaﬁe'or ;
time of administration, the parent is to notify schoo) officials immediately:,
authorization shall be reviewed as soon as practical. '

Provided the above requirements are fulfilled, a student with asthma or other fm'w‘b :
constricting dlSea.se may possess and. use the student‘s medication while in scho ol :

except for gross negllﬂence as a result of self-ddmmstrahon of medication by the_ tull it as
established by Jowa Code § 280.16. ' 2

Medica’ . ‘Posage - Route,’ Tlme i . : / 1

Prrpose of Medicanon & Admunistration /Instructions s TRt




Authonzanon-Astnma or Alrway COnstncung Medlcanon Sc]f-Admxmstratmn -

Consem Form

Code No SG'? °E3 S
Page2ofl

¢ s

~ Special Circumstances

S -Dlscontmue{Re Evaluata{
_'Fullowﬁup Date s

Prescriber’s Signature

“Date.

~ Prescriber’s Address

: ;..;:_'. o

., Parent/Guardian Siguamré‘__.{; i
" (agreed to above statement)

o Trequestthe abovg named student possess antt s\j:lf—admmlster asthma oT. othcr alrway
constricting disease medlcauon(s)-at school and in. schoo athmes ﬁCCOI"dlI?lD to thc

authorization and mstmchbns

e Tunderstand the school. d1smct and its employaas actmg reasonabiyand in good farth
shall incur no liability for any 1mpropar use of medlcatmn orfor § Stpervising, .
monitoring, or mterfenng with a: student's sslf adrmmg

¢ Iagreeto coordinate:and work with school personnel_and notlfy_
arise or relevant condi t107s! Ghang

¢ Iagreeto prowde safe- de] ,'__ery of medication and. eq 'mem-to and ﬁ'om school and to
pick up remaining médication add equipmment.* .-

o I agree the m‘fonuahe'

ha.n:d wnh schooj _perscnnai;m;accordancc wu;h 1he Famd y

._:.Paremquardian Address

"o '_EmcrgancyPhone

- Homig Phorié * oo bt

. Busipess Phone

ation of riiedication
them. when questlons

Self-Administration Authorization Additional Information = -~




