Epi-Pen® Medication Skill Competency Test
Annual skill verification is recommended by a registered nurse, medical provider or a skilled and willing parent. 
Student’s name: _________________________ Grade/Teacher: _______________________
Person trained: _________________________ Position: _______________Initials: _______

Person training: ________________________ Position: ______________ Initials: _______
	Skills
	Initial Demonstration
	Return Demonstration

	
	Date:
	Date:
	Date:
	Date:
	Date:
	Date:
	Date:

	1. 1.  Check for authorization forms/record
	
	
	
	
	
	
	

	a. Medication Administration Form (optional)
	
	
	
	
	
	
	

	b. Medical provider (optional)
	
	
	
	
	
	
	

	c. Parent/guardian (optional)
	
	
	
	
	
	
	

	2.  Check for  the Five Rights
	
	
	
	
	
	
	

	a. Identifies the right student.
	
	
	
	
	
	
	

	b. Identifies the correct time.
	
	
	
	
	
	
	

	c. Verifies medicine container matches authorization forms and Medication Administration Record (if forms are available).
	
	
	
	
	
	
	

	d. Verifies the dose on medication container matches authorization form and records (if forms are available).
	
	
	
	
	
	
	

	e. Verify the medication is in the correct route as indentified on medication container, Medication Administration Records and Authorization Forms (if forms are available)...
	
	
	
	
	
	
	

	3. Identify symptoms of severe allergic reaction (as indicated on Emergency Action Plan, if available).
	
	
	
	
	
	
	

	4. Have another school personnel call 911 or emergency medical service.
	
	
	
	
	
	
	

	5.  Apply gloves.
	
	
	
	
	
	
	

	6. Remove Epi-Pen® from container.
	
	
	
	
	
	
	

	7. Remove gray cap from pen.
	
	
	
	
	
	
	

	8. Firmly press the black tip against the students’ thigh and hold for 10 seconds.
	
	
	
	
	
	
	

	9. If alone with student, call 911 or emergency medical service, if not already done.
	
	
	
	
	
	
	

	10.  Monitor student’s pulse and respirations.
	
	
	
	
	
	
	

	11. When student stabilized or transported to hospital, remove gloves and wash hands.
	
	
	
	
	
	
	

	12. Documentation of event and administration of medication on the Medication Administration Record.
	
	
	
	
	
	
	

	13. Special Considerations:


	
	
	
	
	
	
	


Plan for monitoring medication administration: 
School Nurse Name: ______________________________ Phone Number: _______________
