
 
***Please see other side for more information and signatures.***  

Asthma Action Plan.doc (Google) 7/10/2025 



To be completed by Parent/Guardian/Caregiver: 
  
Medications will only be administered to students in school by the school physician, certified or 
non-certified school nurse employed by the District, the student’s parent, a student who is approved to 
self administer. 
 
I give permission for the school nurse to administer the prescribed  medication.  I will notify the nurse 
immediately if this medication is no longer required. The prescribed medication will be provided by me in the 
original container with the appropriate pharmacy label and kept in the nurse office.  The school nurse has my 
permission to contact the prescriber directly for questions regarding the medication or diagnosis. 
  
I shall indemnify and hold harmless the Island Heights School District  and its employees or agents for legal 
fees, costs, and any potential damages concerning the use of the medication arising out of any claims brought by 
the above named child or anyone else. 
  
I further understand that this permission is effective for the school year for which it is granted and must be 
renewed for each subsequent school year upon fulfillment of requirements set by the board. 
 
 
 
_________________________________________________________________________________________ 
Parent/Guardian signature        Date 
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