
Kingsgate/Kingsgate/Health and Safety/Medication Emergency Permission Authorization 

Name of Medication 

Child’s Name Physician’s Name 

Medical Condition 

King’s Gate Ministries 

 

Parental Consent Form to Administer  ADHD Medication, an Epi-Pen* Medication or Asthma 

Inhaler** 

 

If it is necessary that an ADD or ADHD medication or Epi-Pen (*or other severe allergy medication) 

or an asthma inhaler (**used for sudden onset of a severe asthma attack) must be used during school 

hours, then all of the following must be followed: 

• The medication must be brought to school in its original prescribed container with 

appropriate label intact.  If the medication is not properly labeled, then it cannot be 

given.  This medication will be locked up in the office so the medication is always on-site. 

• Parent/Guardian must sign this form granting designated school employees permission to 

administer medication in accordance with school policy. 

• A Physician Authorization must be completed by the child’s physician.  A Physician Signed 

Action Plan may be submitted in place of the Physician Authorization if it lists specific 

information regarding the child and the prescription and how/when to administer the 

medication. 

 

The designated employee of King’s Gate Ministries has my permission to administer  

_______________________________ (Only medication used for ADD, ADHD or sudden onset of 

severe allergic reaction or for sudden onset of a severe asthma attack may be administered) to my 

child, _________________________, as recommended by Dr. __________________ for the purpose 

of treating __________________________________.   

 

I give my permission for the designated school employee to contact the physician if necessary.  The 

employees and director of King’s Gate Ministries are not liable to the student or his/her parent or 

guardian for any claims, demands, causes of action, damages or any personal injuries of any nature 

whatsoever to the student which arise out of or relate in any manner to King’s Gate Ministries, the 

director or designated employees in administering this medication. 

 

The undersigned acknowledges that he/she has read the foregoing consent form, reviewed its contents 

and signs the same as his/her own free and voluntary act. 

 

 

________________________________________   Date:_____________ 

                Signature of Parent/Guardian 

 



Kingsgate/Kingsgate/Health and Safety/Medication Emergency Permission Authorization 

King’s Gate Ministries 

Physician Authorization for Administration of  ADD or ADHD, Epi-Pen Medication* or 

 Asthma Inhaler** 

Physician Authorization for the Administration of  ADD or ADHD, Epi-Pen Medication (*or other 

severe allergy medication) or an asthma inhaler (**Inhaler Medication used for sudden onset of a 

severe asthma attack) at King’s Gate Ministries is to be used when a physician prescribes these 

medications to be administered for ADD or ADHD, sudden onset of either severe allergic reactions or 

sudden onset of a severe asthma attack.  This form is to accompany the Parental Consent Form.   A 

Physician Signed Action Plan may be submitted in place of the Physician Authorization if it lists 

specific information regarding the child and the prescription (including specific name and dose of 

prescription) and how/when to administer the medication. 

Name of Child:_______________________________  Birthdate:______________________________ 

Address:___________________________________________________________________________ 

Phone:________________________ Child’s Class/Classes:__________________________________ 

Physician’s Statement: 
 

1. Medication Name and Dose as listed on Prescription: 

____________________________________________________________________________ 

2. Medication Administration Specifics: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

3. Specific Time to administer the Medication: 

____________________________________________________________________________ 

4. Medication is to be administered for the purpose of treating (specific symptoms): 

____________________________________________________________________________

____________________________________________________________________________ 

5. Duration of Prescription (year, indefinite, etc.):_______________________________________ 

6. Anticipated Reaction to Medication (symptoms, side effects, etc.): 

____________________________________________________________________________

____________________________________________________________________________ 

7. Other Comments: 

____________________________________________________________________________

____________________________________________________________________________ 

 

Physician’s Signature: ______________________________  Date: ____________________________ 

Address: _________________________________________ Phone: ___________________________ 


