
PERMISSION TO ADMINISTER MEDICATION AT CAMP 

ONE FORM PER MEDICATION 
TO BE COMPLETED BY THE CHILD’S HEALTH CARE PROVIDER WITH PRESCRIPTIVE AUTHORITY 

CHILD’S NAME: ___________________________________________ BIRTH DATE: _______________ 

MEDICATION: ________________________________________________________________________ 

DOSE: _____________________________________________________ ROUTE: _________________ 

TIME MEDICATION IS TO BE GIVEN:_____________________________________________________ 

INSTRUCTIONS: _____________________________________________________________________ 

REASON FOR MEDICATION: ___________________________________________________________ 

POSSIBLE SIDE EFFECTS: ____________________________________________________________ 

START DATE: ________________ 

END DATE: __________________ 

________________________________________________________ ___________________________ 
SIGNATURE OF PERSON WITH PRESCRIPTIVE AUTHORITY          LICENSE NUMBER 

________________________________________________________ ___________________________ 
PRINTED NAME           PHONE NUMBER 

TO BE COMPLETED BY PARENT/GUARDIAN 

I hereby give my permission for ______________________________ to take the above medication at camp, 
           CHILD’S NAME 

administered by a Go West staff member, as ordered by the health care provider. I understand that I am responsible 

for providing the medication in its’ original container. I understand that the container must clearly state the child’s  

name, the name of the medication, start date and end date, time to be given and dosage. It it is a  prescription  

medication, the pharmacy name and phone number and the licensed health care provider’s name must  appear on  

the container.  I understand the Permission to Administer Medication at Camp Form, must be filled out completely in 

order for the medication to be given. I give permission for the person administering the medication, or the Nurse 

Consultant, to contact the above named physician if necessary.  

_________________________  ___________________________  _____________________  _________________ 
PARENT/GUARDIAN NAME       SIGNATURE         WORK NUMBER          HOME NUMBER 
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Colorado Allergy and Anaphylaxis Emergency Care Plan and Medication Orders 

 
Student’s Name: _____________________________________D.O.B. __________ Grade: ____________ 

School: ____________________________________________ Teacher: ___________________________ 

ALLERGY TO:          ____________ 

HISTORY:  _______________________________________________________________________      

______________________________________________________________________________________ 
Asthma:      YES  (higher risk for severe reaction) – refer to their asthma care plan 
       NO       ◊ STEP 1: TREATMENT 
      

 
 
 
 
 
 

 
 
     
   
 
 
 
 
 
 
DOSAGE:  Epinephrine: inject intramuscularly using auto injector (check one):   0.3 mg      0.15 mg   

 If symptoms do not improve  ____ minutes  or more, or symptoms return, 2nd dose of epinephrine should be given if available   
         Antihistamine: (brand and dose)_______________________________________________________________ 
         Asthma Rescue Inhaler (brand and dose)                  
        Student has been instructed and is capable of carrying and self-administering own medication.  Yes No 

       Provider (print) __________________________________________________Phone Number: ______________ 

       Provider’s Signature: _____________________________________________  Date: _______________________ 
◊ STEP 2: EMERGENCY CALLS ◊ 

1. If epinephrine given, call 911. State that an anaphylactic  reaction has been treated and additional 
epinephrine, oxygen, or other medications may be needed. 

2. Parent: ________________________________ Phone Number: ____________________________ 
3. Emergency contacts: Name/Relationship  Phone Number(s) 

a. _______________________________________1) _______________ 2) ________________ 

b. _______________________________________ 1) ______________  2) ________________ 

DO NOT HESITATE TO ADMINISTER EMERGENCY MEDICATIONS 
I give permission for school personnel to share this information, follow this plan, administer medication and care for my child and, if necessary, 
contact our health care provider.  I assume full responsibility for providing the school with prescribed medication and delivery/monitoring devices 
and release the school and personnel from any liability in compliance with their Board of Education policies. 
 
Parent/Guardian’s Signature: ______________________________________________       Date: _______________________ 

School Nurse: ___________________________________________________________       Date: ________________________ 

 

 
 

Place child’s 
photo here 

 
SEVERE SYMPTOMS: Any of the following: 
   LUNG:      Short of breath, wheeze, repetitive cough 
   THROAT: Tight, hoarse, trouble breathing/swallowing 
   MOUTH:   Swelling of the tongue and/or lips         
   HEART:    Pale, blue, faint, weak pulse, dizzy 
   SKIN:        Many hives over body, widespread redness 
   GUT:         Vomiting or diarrhea (if severe or combined         
                     with other symptoms 
   OTHER:    Feeling something bad is about to happen,     
                     Confusion, agitation 
 
 

1. Stay with child and 
• Alert parent and school nurse  
• Give antihistamine (if prescribed) 

2. If two or more mild symptoms present or   
symptoms progress  GIVE EPINEPHRINE 
and follow directions in above box 

1. INJECT EPINEPHRINE IMMEDIATELY 
2. Call 911 

• Ask for ambulance with epinephrine 
• Tell EMS when epinephrine was given 

3. Stay with child and 
• Call parent/guardian and school nurse 
• If symptoms don't improve or worsen 

give second dose of epi if available as 
instructed below 

• Monitor student; keep them lying down. 
If vomiting or difficulty breathing, put 
student on side 

Give other medicine, if prescribed. (see below for 
orders) Do not use other medicine in place of 
epinphrine. USE EPINEPHRINE 

MILD SYMPTOMS ONLY: 
  NOSE:     Itchy, runny nose, sneezing 
  SKIN:       A few hives, mild itch 
  GUT:       Mild nausea/discomfort 
       
 



Student Name: ___________________________________________________ DOB: ___________________________________ 
 
 
Staff trained and delegated to administer emergency medications in this plan: 
 
1.___________________________________________ 
 
 

Room _____________________________ 

2.___________________________________________ 
 
 

Room _____________________________ 

3.___________________________________________ 
 

Room _____________________________ 

Self-carry contract on file:     Yes     No       
       

 

Expiration date of epinephrine auto injector:  ____________________________________ 
 
 

Keep the child lying on their back. If the child vomits or has trouble breathing, place child on his/her side. 

 
If this conditions warrents meal accomodations from food service, please complete the form for dietary disabilitiy  if required by 
district policy. 

 

Additional information:_______________________________________________________________________________________ 

_____________________________________________________________________________________________          _________ 

_____________________________________________________________________________________________          _________ 

____________________________________________________________________________________________________________ 

Adopted from the Allergy and Anaphylaxis Emergency Plan provided by the American Academy of Pediatrics, 2017   

 

 

 

 

January 2018 



COLORADO ASTHMA CARE PLAN AND MEDICATION ORDER FOR SCHOOL AND CHILD CARE SETTINGS* 

PARENT/GUARDIAN COMPLETE, SIGN AND DATE: 
 Birthdate: 
Grade: 

I approve this care plan and give permission for school personnel to share this information, follow this plan, administer medication 
and care for my child/youth, and if necessary, contact our health care provider. I assume responsibility for providing the school/
program prescribed, non-expired medication and supplies (such as a spacer), and to comply with board policies, if applicable. I am 
aware 911 may be called if a quick relief inhaler is not at school and my child/youth is experiencing symptoms. 

Parent/Guardian Signature Date 

HEALTH CARE PROVIDER COMPLETE ALL ITEMS, SIGN AND DATE: 
QUICK RELIEF MEDICATION: ☐ Albuterol ☐ Other:
Common side effects:  heart rate, tremor ☐ Use spacer with inhaler (MDI)
Controller medication used at home: 
TRIGGERS: ☐ Weather ☐ Illness ☐ Exercise ☐ Smoke ☐ Dust ☐ Pollen ☐ Poor Air Quality ☐ Other:
☐ Life threatening allergy specify:
QUICK RELIEF INHALER ADMINISTRATION: With assistance or self-carry.

☐ Student needs supervision or assistance to use inhaler. Student will not self-carry  inhaler.
☐ Student understands proper use of asthma medications, and in my opinion, can self-carry and use his/her inhaler at

school independently with approval from school nurse and completion of contract.
IF YOU SEE THIS: DO THIS: 
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 • No current symptoms

• Strenuous activity
planned

PRETREATMENT FOR STRENUOUS ACTIVITY, please choose ONE: 
☐ Not required OR  ☐ Student/Parent request OR  ☐ Routinely
Give QUICK RELIEF MED 10-15 minutes before activity: ☐ 2 puffs ☐ 4 puffs
Repeat in 4 hours, if needed for additional physical activity. 

If child is currently experiencing symptoms, follow YELLOW or RED ZONE. 
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• Wheezing
• Frequent cough
• Chest tightness
• Not able to do activities

1. Give QUICK RELIEF MED: ☐ 2 puffs ☐ 4 puffs
2. Stay with child/youth and maintain sitting position.
3. REPEAT QUICK RELIEF MED if not improving in 15 minutes: ☐ 2 puffs ☐ 4 puffs

4. Child/youth may go back to normal activities, once symptoms are relieved.
5. Notify parents/guardians and school nurse.

If symptoms do not improve or worsen, follow RED ZONE. 
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• Coughs constantly
• Struggles to breathe
• Trouble talking (only

speaks 3-5 words)
• Skin of chest and/or neck

pull in with breathing
• Lips/fingernails gray/blue

1. Give QUICK RELIEF MED: ☐ 2 puffs ☐ 4 puffs
Refer to the anaphylaxis care plan if the student has a life threatening allergy. If 
there is no anaphylaxis care plan follow emergency guidelines for anaphylaxis.

2. Call 911 and inform EMS the reason for the call.
3. REPEAT QUICK RELIEF MED if not improving: ☐ 2 puffs ☐ 4 puffs

Can repeat every 5-15 minutes until EMS arrives.
4. Stay with child/youth. Remain calm, encouraging slower, deeper breaths.
5. Notify parents/guardians and school nurse.

Date 

Fax Phone 

Health Care Provider Signature Print Provider Name
Good for 12 months unless specified otherwise in district policy. 

School Nurse/CCHC Signature
☐ Self-carry contract on file.

Date 

*Including reactive airways, exercise-induced bronchospasm, twitchy airways. Revised: February 2021 

Email

Child Name: 
School: 
Parent/Guardian Name: Phone: 

☐ Anaphylaxis plan on file for life threatening allergy to:
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