 
AUTHORIZATION FOR ADMINISTRATION OF EPI-PEN

If your child has allergic reactions that require the use of an Epi-Pen, please complete this form.  This authorization is to remain in effect for the duration of the student’s career at Blair Academy.



EPI-PEN POLICY FOR PARENT/GUARDIAN
As the parent/ guardian of  _______________________________, I






(student’s name)

* Understand that my child assumes the responsibility to carry his/her Epi-Pen on his/her person at all times.

* Confirm that my child has been instructed in and has my permission to self-administer an Epi-Pen in an anaphylactic emergency.

________________________________


__________________

(signature of parent/ guardian)




Date

     



EPI-PEN POLICY FOR STUDENTS

      


I ___________________________ understand that

   



(student’s name)

* It is my responsibility to carry my Epi-Pen on my person at all times.

* I have been instructed in and have permission to self-administer my Epi-Pen in an anaphylactic emergency.

_________________________________

__________________

       (signature of student)





Date


PHYSICIAN’S  AUTHORIZATION  FOR  ADMINISTRATION  OF  EPI-PEN

Name, dose & method of administration of medication to be given in the event of an anaphylactic emergency:

__________________________________

___________________

Signature of Physician  (MANDATORY)



Date

