
 

Physician Authorization Request for Self Administration of EpiPen®   1/2017 

QUINCY PUBLIC SCHOOLS 

 

PHYSICIAN AUTHORIZATION AND REQUEST 

FOR SELF-ADMINISTRATION OF EPIPEN® 

 

______________________________ ______________        ____________         ______________ 
Student Name                          ID#                                DOB           Grade/School Year 
 

________________________________________  ____________________________________________ 

Address        Phone Number 
 

________________________________________  ____________________________________________ 

        Emergency Contact Person 

 

TO: School Nurse at____________________________________ 
       Building 

The above named pupil has ___________________________________________________________________________ 

                               (Name of Condition) 
 

I am requesting that the above named student take the following medication as prescribed below during school hours (including before or after 

normal school activities, while in a school-sponsored activity and while under the supervision of school personnel):  

 

___________________________________________________________  

Name of Medication       

 

___________________________________________________________ 

Purpose of Medication 

 

___________________________________________________________ ______________________________________________________ 

Dosage        Time(s) to be Administered 

 

______________________________________________________________________________________________________________________ 

Special Circumstances Under Which Medication is to be Administered 

 

______________________________________________________________________________________________________________________ 

Possible Side Effects 

 

 

I certify that ______________________________________________________ has been instructed in the use and self-administration 
     (Name of Student) 

 

of _________________________________________________________________________________________________________ 
     (Name of Medication) 

 

He/She understands the need for the medication and the necessity to report to school personnel any unusual side effects.  He/she is 

capable of using this medication independently. 

 

__________________________________________________  __________________________________________________ 

Prescriber’s Signature        Date Signed 

 

__________________________________________________  __________________________________________________ 

 Print Name of Prescriber       Prescriber’s Emergency Phone 

 

 

__________________________________________________ 

 Prescriber’s Address 
 

_______________________________________________________ 

 


