WASHINGTON  EPISCOPAL  SCHOOL
5600 Little Falls Parkway

Bethesda, MD  20816

Physician’s Authorization for Medication by Inhaler/Mechanical Device

ONE MEDICATION PER FORM




	Treatment
 Dosage/
          Time
	Mo/
    Yr
	1
	2
	3
	4
	5
	6
	7
	8
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	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
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	25
	26
	27
	28
	29
	30
	31

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


*Disposition Code:   A-Absent
F-Field Trip
R-Refused
NMA-No Medicine Available
D-Destroyed
X-School Closed

ER-Early Dismissal
	Signature of Persons  Performing

Treatment
	Position
	Initials
	Signature of Persons  Performing

Treatment
	Position
	Initials

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


FOR COMPLETION BY PARENT(S)/GUARDIANS(S)





Full name of Student ________________________________________________________________________________





●  I understand that I must supply the school with the equipment/supplies needed to administer the medication.


●  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.


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


●  I understand that the physician will be called if a question arises about my child’s medication.


●  911 will be called immediately if there is a problem.





________________________________________________		   _________________________________


                 Signature of  Parent/Guardian					 	  Date





FOR COMPLETION BY PHYSICIAN





1.  Name of medication _______________________________________________     Strength ______________________





2.  Reason for medication _____________________________________________________________________________





3.  Type of device ____________________________________________________________________________________





4.  Specific directions for use __________________________________________________________________________





____________________________________________________________________________________________________





     Is the student capable of self-administering the medication by device ?   _____ yes   _____ no





     Should the student carry medication and device with him/her?   _____ yes   _____ no





5.  Dosage of medication _______________________________________________________________________________


					(number of puffs)


6.  Time of day medication is to be given _________________________________________________________________





7.  Date medication began _________________________     Date medication discontinued ________________________





8.  Side effects _______________________________________________________________________________________








__________________________________________________		 __________________________________________


    Physician’s Signature (original signature / NO stamps)			Date





__________________________________________________		__________________________________________


	 Physician’s Printed Name						Physician’s Address





___________________________________________________	__________________________________________


	 Physician’s Telephone Number					Physician’s Address





�Reviewed by Health Services Staff


____________________________________________________________________________________________________


				Name						Date














	








