Washington  Episcopal  School
Parent’s/Guardian’s and Physician’s Medication Authorization for 

Emergency Medication – EPIPEN – For Management of Acute Allergic Reaction

THIS  IS  A  LIFE  THREATENING  EVENT

Washington  Episcopal  School
Epipen Teaching Procedure
To be completed after orders are received and teaching is completed.

Teaching Protocols


For Completion by Parent(s)/Guardian(s)





Full Name of Student ________________________________________________________ 





School Year  _________________	Grade ___________________


I understand that I must supply the school with the necessary equipment/supplies.


I hereby authorize the medication described below to be administered, as directed by my child’s physician


I understand that all medications must be labeled with the name of the medication, name of the student, name of the physician, date, and directions for administration.  Prescription medication must be labeled by a registered pharmacist.


911 will be called immediately.


1.   Is your child capable of self-administering the epipen, if needed?   		 _______ yes     _______ no


2.  Do you want instruction in epipen administration to be reviewed with your child?  _______ yes     _______ no


3.  Does your child need to carry the epipen with him or her during the school day?    _______ yes     _______ no





________________________________________________________		_____________________


		Signature of Parent/Guardian						    Date


_________________________________________________________________________________


For Completion by Physician – Anakit  Will NOT Be Accepted





1.  Name of medication:  Epipen (Epinephrine Auto Injector)


School personnel will be taught by the School Nurse to administer the epipen.  These individuals are non-medical school staff.  Medical orders must be clear and explicit as to when the epipen is to be given.  These personnel will not make medical judgments or observe for medical symptoms.





2.  Reason for medication:  Management of acute allergic reactions:  (check one)


	_______  stinging insect


	_______  ingestion of _______________________________________ (specify)





3.  Medication is to be given:  (check one)


	______  Immediately after insect sting     _____ Immediately after ingestion of ____________________  (specify)





4.  Route of administration:  Auto injection into anterolateral aspect of the thigh


5.  Dosage of medication:  (check one)  _____Epipen 0.15 mg.        _____ Epipen 0.3 mg.


6.  Side effects: _________________________________________________________________________________


7.  911 WILL BE CALLED IMMEDIATELY


_____________________________________________________________________________________





   ____________________________________________________	    __________________________________


     Physician’s  Original  Signature – No Stamps					Date





   ____________________________________________________	    __________________________________


                   Physician’s Printed Name			                    Physician’s Phone Number





   ____________________________________________________


	           Physician’s Address


This medication authorization is valid only for the current school year.


________________________________________________________________________________________________________________________________





Reviewed by School Nurse __________________________________     Date: _______________________________











Full name of student ________________________________________________________________





Address __________________________________________________________________________





Parent/Guardian ___________________________________________________________________





Telephone  (home) __________________  (work) _________________  (cell) _________________





School Year _______________________			Grade __________________________





In the event that an acute allergic reaction occurs, do the following:


1.   DIRECT SOMEONE TO DIAL 911,  ask for paramedics and explain that the child has had an acute


      allergic reaction and request immediate response by the rescue squad


2.   DIRECT SOMEONE TO MEDICATION;  location __________________________________________________


3.   Injection procedure:


	a.  locate the area for the injection (outer thigh)


	b.  pull out the gray safety cap


	c.  place the black tip on the outer thigh


	d.  push hard until injector functions; leave in place for several seconds


4.  Send the child to a medical facility with the empty epipen and a responsible adult;








I have been taught, understand, and demonstrated my ability to do the above procedure and I have received and have had reviewed with me copies of the applicable Maryland Laws.





__________________________________________		_________________________	       ____________


	Name							Title				Date





__________________________________________		_________________________	       ____________


	Name							Title				Date





__________________________________________		_________________________	       ____________


	Name							Title				Date





__________________________________________		_________________________	       ____________


	Name							Title				Date





__________________________________________		_________________________	       ____________


	Name							Title				Date





The above have correctly demonstrated competencies in epipen administration.





							_____________________________________________


							 RN Instructor                                                 Date








5600 Little Falls Parkway,  Bethesda, Maryland  20816

301-652-7878


