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LOS ANGELES UNIFIED SCHOOL DISTRICT 
District Nursing Services 

AUTHORIZATION FOR EMERGENCY MEDICATION FOR ADRENAL INSUFFICIENCY 
and 

STUDENT EMERGENCY CARE PLAN 

 𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺 𝑵𝑵𝑵𝑵𝑵𝑵𝑺𝑺        𝑫𝑫𝑵𝑵𝑺𝑺𝑺𝑺 𝒐𝒐𝒐𝒐 𝑩𝑩𝑩𝑩𝑩𝑩𝑺𝑺𝑩𝑩 (𝑫𝑫𝑫𝑫𝑩𝑩)     𝑮𝑮𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑩𝑩 

        𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺𝑺 𝑫𝑫𝑩𝑩𝑵𝑵𝑫𝑫𝑺𝑺𝒐𝒐𝑫𝑫𝑩𝑩𝑫𝑫  𝑺𝑺𝑺𝑺𝑩𝑩𝒐𝒐𝒐𝒐𝑺𝑺  𝑺𝑺𝑺𝑺𝑩𝑩𝒐𝒐𝒐𝒐𝑺𝑺 𝑷𝑷𝑩𝑩𝒐𝒐𝑺𝑺𝑺𝑺 

Dear Parent/Legal Guardian: 

If your child has been diagnosed with Adrenal Insufficiency, please have the student’s primary healthcare 
provider fill out this form and atach any addi�onal orders/instruc�ons, if necessary. 

STRESS DOSING (ADMINISTERED AT SCHOOL) 

TO BE FILLED OUT BY THE PRIMARY HEALTHCARE PROVIDER ONLY 

SEVERITY ACTION 

Mild to Moderate Stress Dosing 

For illness such as poor appe�te, headache, flu-like 
symptoms, COVID, weakness, mild-moderate head or 
body trauma, temp = 100.5F - 102F. 

1. Administer hydrocor�sone
2. School personnel must call parent/guardian or

alternate emergency contact if any stress dose
is given.

 𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇 𝑚𝑚𝑚𝑚 𝑝𝑝𝑝𝑝𝑝𝑝 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝 𝑐𝑐𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠)

 𝐷𝐷𝑇𝑇𝑠𝑠𝑝𝑝: # 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝 𝑐𝑐𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝𝑠𝑠 𝑇𝑇𝑇𝑇 𝑡𝑡𝑝𝑝 𝑚𝑚𝑔𝑔𝑔𝑔𝑝𝑝𝑔𝑔

  𝑅𝑅𝑇𝑇𝑐𝑐𝑇𝑇𝑝𝑝  

  𝐹𝐹𝑝𝑝𝑝𝑝𝐹𝐹𝑐𝑐𝑝𝑝𝑔𝑔𝑐𝑐𝐹𝐹 

If, a�er receiving oral hydrocor�sone, the student 
begins to display one or more of the severe signs and 
symptoms below, follow the steps below. 
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Moderate to Severe Stress Dosing 

For illness such as vomi�ng, diarrhea, moderate-
severe head or body trauma, temp > 102F. 

1. Administer hydrocor�sone
2. School personnel must call parent/guardian

or alternate emergency contact if any stress
dose is given.

 𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇 𝑚𝑚𝑚𝑚 𝑝𝑝𝑝𝑝𝑝𝑝 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝 𝑐𝑐𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠)

 𝐷𝐷𝑇𝑇𝑠𝑠𝑝𝑝: # 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝 𝑐𝑐𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝𝑠𝑠 𝑇𝑇𝑇𝑇 𝑡𝑡𝑝𝑝 𝑚𝑚𝑔𝑔𝑔𝑔𝑝𝑝𝑔𝑔

  𝑅𝑅𝑇𝑇𝑐𝑐𝑇𝑇𝑝𝑝  

  𝐹𝐹𝑝𝑝𝑝𝑝𝐹𝐹𝑐𝑐𝑝𝑝𝑔𝑔𝑐𝑐𝐹𝐹 

If, a�er receiving oral hydrocor�sone, the student 
begins to display one or more of the severe signs and 
symptoms below, follow the steps below.  

Emergency Stress Dosing 
For illness such as vomi�ng or diarrhea more than 
once within 20 minutes of taking oral dose, severe 
head and/or body trauma, profuse bleeding, altered 
mental status, lethargy, loss of consciousness/fain�ng, 
seizure ac�vity, or cannot take oral stress dose. 

*See LAUSD Nursing Services Solu-Cortef Injection
Administration Guidelines. ACTIVATE EMS/CALL 911

1. Administer EMERGENCY Injectable dose (Act-
o-vial) Solu-Cortef

 If licensed personnel are not on campus and
parent is unable to come to school
immediately, school staff to call paramedics
(911) to transport student to Emergency
facility as soon as possible. Give copy of this
form and the Solu-Cortef (Act-o-vial) to
paramedics.

 𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇 𝑚𝑚𝑚𝑚/𝑚𝑚𝑇𝑇  

 𝐷𝐷𝑇𝑇𝑠𝑠𝑝𝑝:𝑚𝑚𝑇𝑇 𝑇𝑇𝑇𝑇 𝑡𝑡𝑝𝑝 𝑚𝑚𝑔𝑔𝑔𝑔𝑝𝑝𝑔𝑔

  𝑅𝑅𝑇𝑇𝑐𝑐𝑇𝑇𝑝𝑝  

  𝐹𝐹𝑝𝑝𝑝𝑝𝐹𝐹𝑐𝑐𝑝𝑝𝑔𝑔𝑐𝑐𝐹𝐹 

2. Ac�vate EMS/Call 911
3. Contact parent/guardian immediately. If

parent/guardian cannot be reached, contact
emergency contact(s)
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DAILY MEDICATION DOSES FOR DISASTER PREPAREDNESS ONLY 

TO BE FILLED OUT BY THE PRIMARY HEALTHCARE PROVIDER ONLY 

NAME DOSAGE 

Hydrocor�sone/Cortef 

 𝑚𝑚𝑚𝑚 𝑝𝑝𝑝𝑝𝑝𝑝 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠) 𝑇𝑇𝑝𝑝 𝐶𝐶𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠) 

 𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇 𝑚𝑚𝑚𝑚 

 # 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝 𝐶𝐶𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠)𝑇𝑇𝑇𝑇 𝑡𝑡𝑝𝑝 𝑚𝑚𝑔𝑔𝑔𝑔𝑝𝑝𝑔𝑔 

Fludrocor�sone acetate 

 𝑚𝑚𝑚𝑚 𝑝𝑝𝑝𝑝𝑝𝑝 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠) 𝑇𝑇𝑝𝑝 𝐶𝐶𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠) 

 𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇 𝑚𝑚𝑚𝑚 

 # 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝 𝐶𝐶𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠)𝑇𝑇𝑇𝑇 𝑡𝑡𝑝𝑝 𝑚𝑚𝑔𝑔𝑔𝑔𝑝𝑝𝑔𝑔 

Sodium chloride/NaCL 

𝑚𝑚𝑚𝑚𝐹𝐹/𝑚𝑚𝑇𝑇 𝑇𝑇𝑝𝑝 𝑚𝑚𝑚𝑚 𝑝𝑝𝑝𝑝𝑝𝑝 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝𝐶𝐶𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠) 

 𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇 𝑚𝑚𝑚𝑚𝐹𝐹/𝑚𝑚𝑇𝑇 𝑇𝑇𝑝𝑝 𝑚𝑚𝑚𝑚 

 # 𝑇𝑇𝑇𝑇𝑡𝑡𝑇𝑇𝑝𝑝𝑇𝑇(𝑠𝑠)𝑇𝑇𝑝𝑝 𝐶𝐶𝑇𝑇𝑝𝑝𝑠𝑠𝑐𝑐𝑇𝑇𝑝𝑝(𝑠𝑠)𝑇𝑇𝑇𝑇 𝑡𝑡𝑝𝑝 𝑚𝑚𝑔𝑔𝑔𝑔𝑝𝑝𝑔𝑔 

NOTE: STANDARD EMERGENCY CARE PROCEDURE FOR SOLU-CORTEF INJECTION ADMINISTRATION IS 
ATTACHED. PLEASE REVIEW AND CHECK APPROPRIATE BOX TO INDICATE AUTHORIZATION. 

 Check one:

□ I have reviewed and approved the atached standardized procedures as writen.

□ I have reviewed and approved the atached standardized procedures as writen with the
atached modifica�ons.

□ I DO NOT APPROVE of LAUSD’s standardized procedures and have atached an alterna�ve
procedure.

Authorized Healthcare Provider Authoriza�on for SOLU-CORTEF INJECTION ADMINISTRATION: School Se�ng 

My signature below provides authoriza�on for the above writen orders. I understand that all procedures will be 
implemented in accordance with state laws and regula�ons. I understand that ini�al emergency management 
services may be performed by a licensed nursing provider (School Nurse or LVN) or by a school physician. This 
authoriza�on is for a maximum of one year. If changes are indicated, I will provide the writen authoriza�on. 
Authoriza�ons may be faxed or e-mailed. 

       𝐴𝐴𝑐𝑐𝑇𝑇ℎ𝑇𝑇𝑝𝑝𝑔𝑔𝑜𝑜𝑝𝑝𝑜𝑜 𝐻𝐻𝑝𝑝𝑇𝑇𝑇𝑇𝑇𝑇ℎ𝑐𝑐𝑇𝑇𝑝𝑝𝑝𝑝 𝑃𝑃𝑝𝑝𝑇𝑇𝑔𝑔𝑔𝑔𝑜𝑜𝑝𝑝𝑝𝑝 𝑁𝑁𝑇𝑇𝑚𝑚𝑝𝑝                                     𝑆𝑆𝑔𝑔𝑚𝑚𝑔𝑔𝑇𝑇𝑇𝑇𝑐𝑐𝑝𝑝𝑝𝑝                                         𝐷𝐷𝑇𝑇𝑇𝑇𝑝𝑝      

Nurse Prac��oner, Nurse Midwife, Physician Assistant | Furnishing #__________________________________ 

Print the Name of the Supervising Physician ______________________________________________________ 

  𝐴𝐴𝑜𝑜𝑜𝑜𝑝𝑝𝑝𝑝𝑠𝑠𝑠𝑠  𝐶𝐶𝑔𝑔𝑇𝑇𝐹𝐹   𝑍𝑍𝑔𝑔𝑝𝑝      𝑃𝑃ℎ𝑇𝑇𝑔𝑔𝑝𝑝    
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Consen�miento del Padre o Madre para Autorizar y Controlar la ADMINISTRACIÓN DE LA INYECCIÓN SOLU-
CORTEF: En la Escuela 

Yo (nosotros) el/la/los abajo firmante (s), padre, madre, padres o tutor (es) del estudiante cuyo nombre 
aparece anteriormente, solicitamos que el procedimiento estandarizado que se menciona anteriormente 
sea administrado a mi (nuestro) hijo (a) de conformidad con las leyes y reglamentos estatales. Yo 
(nosotros): 
1. Proveeremos los materiales y equipo necesarios.
2. Notificaremos a la enfermera escolar si se presenta algún cambio en el estado de salud del niño (a) o en el

proveedor de atención médica.
3. De inmediato, notificaremos a la enfermera escolar y proveeremos un nuevo

consentimiento o autorización por escrito para todo cambio relacionado con la
autorización anterior.

4. Y anualmente, proveeremos un consentimiento o autorización escrito nuevo.

Yo (nosotros) otorgamos consentimiento a la enferma escolar para que se comunique con el proveedor de 
atención médica autorizado cuando sea necesario. 

 𝑁𝑁𝑇𝑇𝑚𝑚𝑡𝑡𝑝𝑝𝑝𝑝 𝑜𝑜𝑝𝑝𝑇𝑇 𝑝𝑝𝑇𝑇𝑜𝑜𝑝𝑝𝑝𝑝 𝑇𝑇 𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇𝑝𝑝  𝐹𝐹𝑔𝑔𝑝𝑝𝑚𝑚𝑇𝑇  𝐹𝐹𝑝𝑝𝑐𝑐ℎ𝑇𝑇    

𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝐶𝐶𝑇𝑇𝑠𝑠𝑇𝑇 #  𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝑇𝑇𝑝𝑝𝑇𝑇𝑡𝑡𝑇𝑇𝑇𝑇𝑇𝑇 #  𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝐶𝐶𝑝𝑝𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇𝑝𝑝 # 

Emergency Contact 

 𝑀𝑀𝑇𝑇𝑜𝑜𝑝𝑝𝑝𝑝 𝑇𝑇 𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇𝑝𝑝     𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝑇𝑇𝑝𝑝𝑇𝑇𝑡𝑡𝑇𝑇𝑇𝑇𝑇𝑇 #   𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝐶𝐶𝑇𝑇𝑠𝑠𝑇𝑇#   𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝐶𝐶𝑝𝑝𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇𝑝𝑝 # 

 𝑃𝑃𝑇𝑇𝑜𝑜𝑝𝑝𝑝𝑝 𝑇𝑇 𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇𝑝𝑝     𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝑇𝑇𝑝𝑝𝑇𝑇𝑡𝑡𝑇𝑇𝑇𝑇𝑇𝑇 #   𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝐶𝐶𝑇𝑇𝑠𝑠𝑇𝑇#   𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝐶𝐶𝑝𝑝𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇𝑝𝑝 # 

 𝑃𝑃𝑝𝑝𝑇𝑇𝑔𝑔𝑝𝑝𝑝𝑝𝑜𝑜𝑇𝑇𝑝𝑝 𝑜𝑜𝑝𝑝 𝑇𝑇𝑇𝑇𝑝𝑝𝑔𝑔𝑐𝑐𝑔𝑔ó𝑔𝑔 𝑚𝑚é𝑜𝑜𝑔𝑔𝑐𝑐𝑇𝑇  𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝑇𝑇𝑝𝑝𝑇𝑇𝑡𝑡𝑇𝑇𝑇𝑇𝑇𝑇 #  𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑇𝑇𝑇𝑇𝑇𝑇𝑝𝑝𝑝𝑝𝑔𝑔𝑇𝑇𝑇𝑇𝑔𝑔𝑔𝑔𝑇𝑇 # 

𝐶𝐶𝑇𝑇𝑔𝑔𝑇𝑇𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇 𝑜𝑜𝑝𝑝 𝑝𝑝𝑚𝑚𝑝𝑝𝑝𝑝𝑚𝑚𝑝𝑝𝑔𝑔𝑐𝑐𝑔𝑔𝑇𝑇 𝑇𝑇𝑇𝑇𝑇𝑇𝑝𝑝𝑝𝑝𝑔𝑔𝑇𝑇𝑇𝑇𝑔𝑔𝑔𝑔𝑇𝑇  𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝑇𝑇𝑝𝑝𝑇𝑇𝑡𝑡𝑇𝑇𝑇𝑇𝑇𝑇 #   𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝑜𝑜𝑝𝑝 𝐶𝐶𝑇𝑇𝑠𝑠𝑇𝑇 #  𝑇𝑇𝑝𝑝𝑇𝑇é𝑓𝑓𝑇𝑇𝑔𝑔𝑇𝑇 𝐶𝐶𝑝𝑝𝑇𝑇𝑐𝑐𝑇𝑇𝑇𝑇𝑝𝑝 # 
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