
SELF-ADMINISTRATION CONSENT FORM 

NAME OF STUDENT: ______________________________  DATE OF BIRTH:  ________________ 

ADDRESS:  ______________________________ EMERGENCY PHONE: _____________________ 

SCHOOL:  ___________________________________   GRADE:  __________________________ 

PHYSICIAN’S STATEMENT 

1. Name and Type of Medication ________________________________________________ 

2. Is prescribed medication for asthmatic condition?  _______________________________ 

3. Is prescribed medication for allergic condition?  _________________________________ 

4. Dosage/amount to be given  _________________________________________________ 

5. Route of administration  ____________________________________________________ 

6. Frequency and time of administration  _________________________________________ 

7. Duration (week, month, to end of current year)  _________________________________ 

8. Diagnosis, intended effect, and anticipated reaction to medication (symptoms, side 

effects, etc) ______________________________________________________________ 

9. Other requirements or special circumstances  ___________________________________ 

10. Other medication(s) student is receiving  _______________________________________ 

11. Must this medication be administered during the school day in order to allow the student 

to attend school or participate in school activities?  ______________________________ 

12. Is supervised student self-administration authorized?  ____________________________ 

FOR ASTHMA/ANAPHYLAXIS MEDICATION ONLY 

13. Is UNSUPERVISED self-administration authorized?   _______________________________ 

*Pursuant to Oklahoma law, upon parental consent, a student who is prescribed 

asthma/anaphylaxis medication may possess and use his or her medication during school or 

at school-sponsored activities without the supervision of District Personnel. 

The student has demonstrated and understands appropriate use of asthma/anaphylaxis 

medication:             YES                NO          (circle one) 

 

______________________             _____________________ _______________________ 

Physician Signature   Printed name   Date 

___________________________________________ _____________________________ 

Physician’s Address     Telephone Number 


