


 

DIAGNOSIS: __________________________________________________________________________________________ 

 

Type of Allergy 
 

❑ Medication  ❑ Food  
_____________________________________ _______________________________________

 
❑ Environmental Allergens  ❑ Insect Bites/Stings  
____________________________________ _______________________________________

 

Symptoms of Allergy 
 

Check the box next to any of the following symptoms that child has experienced: 
 

❑ Hives or giant hives ❑ Shock 
❑ Swelling of __________________ ❑ Fainting – dizziness 
❑ Difficulty in breathing – wheezing ❑ Other (DesD

g –



 

 

MEDICATION/TREATMENT AUTHORIZATION FORM  

Instructions: For medication/treatment administration during school hours-- see Requirements below. 
 
State regulations and school board policy require that you and your child’s doctor must provide written permission for any 
prescribed medications, including over-the-counter (OTC) medications and/or medical treatments. 
 
The administration of prescribed medications/treatments to a student during school hours will only be permitted when the 
failure to do so would jeop


