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Dear Parent: PARENT’S NAME
Edvcation Code Section 49423 defines cortain veapayenents for admimstration of medication. . Gry pupti wio i vegrared to take, during fhe regular school day.

medication peescribed fur hem aeher by physictan wid surgeon. Ay bee assisted By the school nurse or ofler dusignated sehool persannel or may cdlry wned self-
addmeister habed asthmg medicaion 1 the sehoil disteret vecerves (1) o swiitten stidement from the phystetan amed surgeon detaailing the neame of the edivaiion,
awethisd, aninunt, and itoe schediles by which the medication &5 10 e takew aind (2) @ whtitten stafenent from the pavend, [oster parent. or anardian of e pupil
reqeestiong that e sehoal disitct ssise the puptl v the matters set forth the statement of the physiciai and surgeon "

The medication must be clearly labeled and sent to school in a container from the pharmacy.

At the beginning of each school year or upon enuy to a school a Medication at Schaol form must be completely renewed.

PARENT'S REQUEST

We the undersigned, who are parents/guardian of . request that the school nurse or
designated school personnel assist the pupil in matters set forth in the statement of the physician and surgeon. If so approved by the
physician, we do consent that our child carry and self-administer inhaled asthma medication. In the event of an untoward, subsequent,
adverse reaction, it is understood that the school personnel and the school district will not be held responsible or civilly liable for
carrying out this request. We also give permission for the school nurse/designated school personnel to consult with the health care
provider regarding any questions that may arise with regard to the medication listed below. We also agree to immediately notify the
school nurse and/or designated school personne! if there is any change in the pupil’s medication, dosage, hour, method of
administration, time limit, or condition for administering.

Date: _ Signature of Parent/Guardian;

Daytime phone niumber: e

PHYSICIAN'S ORDERS
. Medication including dosage, hour, method of administration and time limit: _

7. Coundition for which the medication is to be given (i.e.. allergy, specific type of reaction: localized, generalized, mild, severe, etc.)

3. Ifapplicable, [ hereby confirm that this pupil is capable of sel f-administering prescribed inhaled asthma medication and keeping it
on his/her person. Yes No

Date: Tele # Physician s Signature

For additional information, please call school nurse M T W TH F between the hours of
(telephone #)
Alvina Elementary Charter School
295 W, Saginaw Avenue
Schaal Stam R Caruthers, CA 93609
4 & R 4 -52% Phoneit (559) 864-9411 School Nurse Date
FAXH (559) 864-1808
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