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Student Self-Administration of Asthma Medication 
  

 
TO BE COMPLETED BY PARENT/GUARDIAN 

 
I/We hereby authorize Katzenbach School to allow my/our child ____________________________________ 

to carry the following asthma medication _______________________________________________________ 

and self administer it, as necessary, according to his/her doctor’s instructions.  

 

I/We also acknowledge that the school and its employees shall incur no liability as a result of any injury arising 

from the self administration of the above medication by the student. 

 

This agreement will remain in effect for the school year___________________ only and must be renewed 

annually. 

 
 
____________________________________________   ___________________ 
Parent/guardian signature       Date 
 

__________________________________________________________________________________ 
 

TO BE COMPLETED BY THE PHYSICIAN 
 
I certify the above named student is capable of and has been instructed in the proper method of self 
administration of the following medication: 
 
NAME OF MEDICATION:___________________________________________________________________ 
 
DIRECTIONS: _____________________________________________________________________________ 
 
SIDE EFFECTS:____________________________________________________________________________ 
 
 
Physician’s  signature:________________________________________       Date:______________________ 
 
 
Telephone:_______________________________________________________________________________ 
 
 
 


