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SELF-MEDICATION RELEASE FORM

Health Care Provider Permission for Independent Use and Carry
Student’s Name: _____________________________________ DOB: ___________________________ 

Diagnosis: ____________________________

I attest that this student has demonstrated to me that they can self-administer the following medication(s) 

safely and effectively and may carry and use this medication (with a delivery device if needed) independently at any school/school sponsored activity.    
Medication(s): _________________________________________________________________________         

Physician Signature: _________________________________   Date: __________________ 

Parent/Guardian Permission for Independent Use and Carry

I agree that my child can use their medication effectively and may carry and use this medication independently at any school/school sponsored activity. My child has been instructed in and understands the purpose, appropriate method, frequency and use of his/her medication, understands that he/she is responsible and accountable for carrying and using his/her medication, and understands that if there is irresponsible behavior or a safety risk, the privilege of carrying his/her medication will be rescinded.  
Parent Signature: ___________________________________ Date: __________________
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