
Steubenville City Schools
Authorization for the Administration of Medication/Epi-Peni
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Parent Name ___________________ ___ _ f'lionc :; 
----------------
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Please list any special instructions or possible reactions that should be reported to physician: 
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Instructions: 

Physician's Name______________________ Phone# _____ _ ______ _ 

Physician's Signature__________ ______ ____ Date _ ____________ _ 
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Parent's Signature ___________ ______ _ ___ _ Date __ __________ __

Principal' s Signature ____________________ _ Date - ------ ----- --

School Nurse Signature ___________________ _ Date 
--------------



STEUBENVILLE CITY SCHOOLS 

Parenl/Physician Request for the student to carry Asthma Inhaler

Student's Name D.O.B. Grade 
------ - ----------- ---- - -- - ------ ---

Address School: SHS HMS EAST WELLS WEST
-------------------------

Parent Name Phone# 
- -- ---------- - --------- -------- - -------
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Procedures to follow in the event that the medication does not produce relief from the student's asthma attack or allergic reaction: 

Adverse reactions that should be reported to the physician: 

Adverse reactions for unauthorized user: 

Other special instructions: 

Physician's Name: __________ ___________ _ Phone# _________ __ 

Signature: ___ _ __________ __________ _ Date: 
-------------

I, the parent/guardian request that medication be administered to my child in accordance with the instructions of our physician. I 
understand that the administration of said medication is to be done under the s11pen1isio11 of a member of the school Sl(![( 1 understand 
that the school personnel are not legally obligated to administer oral medication to any child and, therefore, 1 agree to hold the school 
district and its employeesfree from any and all responsibility/or the results of such medication or the manner in which it is 
administered and to indemnijj, each of them against loss by reason of any civil judgement arising out of these arrangement. I will 
notify the school immediately ifwe change medication or terminate the use of this medication. 
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--------------------

Signature:-------------------------

Principal Signature: 
----------------------

School Nurse Signature: ____ __________ ______ _ 

Phone# 
---------- - --

Date: ___________ _ 

Date: 
- ---------- --

Date: 
- ------------








